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“The use of alcohol in an ‘Antabuse’-treated 
patient results in physical symptoms which 
make continued drinking impossible... few 
if any medical contraindications exist.”* 
*Feldman, D. J.: Ann. Int. Med. 44:78 (Jan.) 1956. 
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* well suited for prolonged therapy 

®@ well tolerated, relatively nontoxic 

et no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 
w orally effective within 30 minutes for a period of 6 hours 


anxiety and tension states and muscle spasm 
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2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 


Tranquilizer with muscle-relaxant action 


DISCOVERED AND INTRODUCED 
BY ‘WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED : 
400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE : One or two 400 mg. tablets t.i.d. 


Literature and Samples Available on Request 
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clinical experience with 


Zoxazolamine* 


“Of ten patients [with cerebral palsy] who received zoxa- 
zolamine (Flexin) for a one-month period, small but signifi- 
cant improvements in tests of motor function were observed 
in six patients and some degree of improvement was 


apparent in one.” 


“All of the five patients with multiple sclerosis showed 
measurable diminution of painful spasticity after one to 
three weeks of therapy, with a dosage of 500 mg. t.i.d.’ 


References(1) Millichap, J. G., and Hadra, R.: Neurology 
6:843, 1956. (2) Settel, E.: Am. Pract. & Digest Treat. 8:443, 1957. 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible | 
to therapy. 


the “before-and-after” picture in mental 
wards continues to improve, case after 


case, with erpa 


With Serpasil, 
. patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


SUPPLIED: 


Parenteral Solution: 
~ -Ampuls, 2 mi., 2.5 mg. 
Serpasil per ml. 
Multiple-dose Vials, 10 ml., 
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Tablets, 4 mg. (scored), 2 mg. 
(scored), 1 mg. (scored), : 
0.25 mg. (scored) and mg. 
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* Serpasil per 4-ml. teaspoon. 
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Reiter’s unidirectional currents 


Patients resistant to all other electro-shock, insulin 
and lobotomy forms of therapy have been success- 
fully treated by modalities contained in Reiter’s 
Model RC-47D. With five ranges of amplitude- 
modulated unidirectional currents, the versatile 
RC-47D covers all established techniques. This 
model features: one-knob control; increased cur- 
rent efficiency ; control of breathing ; automatically 
reduced thrust; extreme ruggedness; minimized 
confusion. 

MODEL RC-47D PROVIDES FOR: 

CONVULSIVE THERAPY—full range 

NON-CONVULSIVE THERAPIES 

ELECTRO-SLEEP THERAPY 

FOCAL TREATMENT—uwnilateral and bilateral 
MONO-POLAR or convulsive 
BARBITURATE COMA and other respiratory problems 


ONLY REITER. THE ORIGINAL 
UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE 
AUTHENTICALLY BACKED 

BY EXTENSIVE CLINICAL 
EXPERIENCE WITH OVER 200 
REFERENCES IN LITERATURE 
AND TEXT-BOOKS. 


REUBEN REITER, Sc.D. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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as a prelude to psychotherapy 


Reiter’s neurostimulator, the SedAc, pro- 
vides a safe, soothing high frequency current. 
This gentle stimulation, when adjusted to the 
patient’s sensory tolerance, has proven most 
valuable in psychotherapy. 

As a preliminary sedative for ECT, the 
SedAc dispells fear of treatment. Change over 
to ECT is immediate. The patient only remem- 
bers the soothing stimulation of the SedAc 
treatment. As no preconvulsive barbiturate 
sedation is necessary, risks of barbiturate 
anesthesia are completely avoided. 

There have been significant indications in 
the treatment of spastic and neurological cases. 

The SedAc is available for use with the’ 
RC-47D electrostimulator at $77.50, or with 
its own power unit at $225.00. 


64 WEST 48th STREET, NEW YORK 36, N. Y. 
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have virtually 


disappeared | 


Many hospitals have found that 


e reduces or eliminates the need for restraint and seclusion 
e reduces need for shock therapy and lobotomy 

e reduces destruction of personal and hospital property 

e makes patients accessible and receptive to psychotherapy 
e improves morale of patients, nurses and staff 


e speeds release of hospitalized patients 


‘Thorazine’ is available in ampuls, tablets and syrup (as 
the hydrochloride), and in suppositories (as the base). 


Smith, Kline & French Laboratories, Philadelphia 


1. Overholser,W., in Chlorpromazine and Mental Health, 
Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. US. Pat. Off. for chlorpromazine, S.K.F. 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Current Aspects of Psychiatric-Social Work Collaboration 


MAX SIPORIN, M.S.W., and BENJAMIN BOSHES, M.D. 


In the following paper, we plan to con- 
sider current psychiatric-social work collab- 
oration, particularly the reciprocal roles and 
expectations among psychiatrists and psy- 
chiatric social workers in the setting of the 
psychiatric team. We will discuss some cur- 
rent problems and endeavor to show how the 
present collaborative practices have evolved. 
We will point out what might be done to 
achieve more effective working relationships 
between our two professions. 

There have been few investigations of the 
inter-relations between psychiatrist and so- 
cial worker. One such study was made at 
the Institute for Group Dynamics of the 
University of Michigan,' as part of a larger 
study of a group of psychiatrists, psychia- 
tric social workers and psychologists. The 
study confirmed the generally accepted im- 
pression of the positive nature of the col- 
laboration between psychiatrists and social 
workers. Both groups were found to under- 
stand the resources of each other’s roles and 
to expect close and comfortable professional 
interactions. 

Our own observation is that there seem to 
be strong emotional ties between the two dis- 
ciplines. This may be due in part to the long 
tradition of working together and somewhat 
similar training experiences. Pollack’ pointed 
out that psychiatrists and social workers are 
related in that both help with emotional suf- 
fering, that they do not defend themselves 
against suffering through denial, and that 
they are fellow-sufferers with their subjects. 
He further remarked that a typical defense 
of the psychiatrist is to displace onto the so- 
cial worker his own fears and anxiety about 
his responsibility. The social worker at 
first seems to accept this responsibility but 


Presented at the American Psychiatric Associa- 
tion Meetings April 30, 1956. 


then he becomes anxious and goes to the 
psychiatrist for consultation. Pollak’s spec- 
ulations may help us to better understand 
one major relationship between psychiatrist 
and social worker. Apparently the social 
worker assumes a role as a helpful facilitat- 
ing person for the psychiatrist from whom 
support and approval are expected and re- 
ceived. Thus, both have developed inter-re- 
lated decompression mechanisms to meet 
each other’s needs. 


When we examine the iniegrative func- 
tioning of psychiatrists and psychiatric so- 
cial workers, however, we are impressed 
with some evident discrepancies and incon- 
sistencies about reciprocal role expectations. 
The psychiatric team has been established 
with the acceptance by the psychiatrist of 
medical and legal responsibility for diagno- 
sis and treatment. The pattern of collabora- 
tion in the team has varied but everywhere 
the social worker, psychologist, nurse and 
other team members have been subordinate 
to the psychiatrist. There are many psy- 
chiatrists who think of the social worker as 
a technician, expected to function only un- 
der the direction of the psychiatrist. Many 
social workers ,though, think of themselves 
as having a separate professional identity, 
with only a small percentage of their mem- 
bership working in the medical or psychia- 
tric setting. Traditionally, psychiatrists and 
psychoanalysts have expected and have been 
expected to teach, criticize and supervise the 
psychotherapeutic efforts of the social 
worker. Some of the latter, however, have 
felt less need for such teaching, and tend to 
consider psychiatrists and psychoanalysts as 
collaborators and consultants, rather than 
supervisors. The former patterns of rela- 
tions in the psychiatric team between psy- 
chiatrist and social worker appear now to be 
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changing. While social workers are strug- 
gling for increased status in keeping with 
their newly-developed professional roles, 
some psychiatrists have expressed differ- 
ences of opinion about a more independent 
professional role for psychiatric social work- 
ers, particularly in private practice. 


The psychiatric team has recently been 
subjected to increasing critical study. In a 
recent paper Modlin and Faris‘ have de- 
scribed well the process of group integra- 
tion and identification in psychiatric team 
practice. One of us‘ has made some rele- 
vant observations concerning the psychia- 
tric team: 


“Close integration and intensive collaborative re- 
lationships seem necessary to achieve a therapeutic 
community. The unity of purpose and effort tends 
to build high staff morale and to have a highly 
therapeutic effect on patients. The team is re- 
garded by many staff people as a democratic or- 
ganization in which decision-making becomes a 
team function and responsibility for practice and 
its supervision becomes a team responsibility... . 
However, in psychiatric team practice, there is a 
blurring of professional identities, roles and func- 
tions, and this has complicated the task of super- 
visory responsibility. The psychiatrist in charge 
of the team often has a coordinating, planning and 
supervising function, and a final authority for team 
decisions. The psychiatrist member of the team, 
however, continues to have a personal responsi- 
bility and liability for diagnosis and treatment of 
each patient. ... There is some tendency for the ex- 
perienced social worker to desire supervision from 
the team, rather than from the social work super- 
visor, or from the individual psychiatrist in each 
case. This often results in a lack of supervision or 
control. ... It is apparent that the present struc- 
ture and practice of the psychiatric team still has 
not resolved the problems of authority and super- 
vision.” 


Let us examine further some problems of 
collaboration in the psychiatric team. One 
involves therapy. For a time everyone was 
so intent on therapeusis that there was de- 
preciation and neglect of such procedures as 
physical examinations, intelligence tests or 
arrangements for financial aid. The thera- 
peutic role did enable the social worker to 
gain a treatment skill he needed. But the 
consequent muddle about professional iden- 
tity in the role of the therapist has had some 
unfortunate consequences. In a recent re- 


port about psychiatric residents who were 
completing their training at a prominent 
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psychiatric training center, it was remarked’ 
that 

“the residents felt that social workers had a clearer 
understanding than they of the differentiation in 
function between psychiatrist and social worker. 
They ‘knew’ that the social workers functioned in 
areas and ways different from theirs, but they found 
it difficult to define the differences.” 


This study did not demonstrate that the so- 
cial worker had any clearer understanding 
than the resident of how they functioned dif- 
ferently in psychotherapy. 

Another consequence of the present confu- 
tion is that the social worker does not see 
himself as having responsibility for his own 
diagnostic and treatment operations. There 
is much difference of opinion as to whether 
the social worker can make a diagnosis, or 
whether he should do psychotherapy. The 
fact that social workers have a professional 
responsibility to make a psychosocial diag- 
nosis and do social treatment (which is what 
they were brought into the team to do), 
seems to have been forgotten in such dis- 
cussions. This situation has inhibited the 
development of a social work nomenclature. 
For psychiatrists, this situation has also 
served to intensify the trend in psychiatry 
to depreciate and neglect the making of a 
diagnostic classification because this would 
be “undynamic and irrelevant.” Such an at- 
titude toward classification has enabled non- 
psychiatric team members to operate more 
comfortably in a number of situations with- 
out pressure to relate their therapeutic goals 
and activity to a psychiatric classification. 
Associated with this trend, we find that psy- 
chiatric illnesses are too often regarded as 
“problems in living,’ rather than as dis- 
eases. Since psychiatric problems are not 
differentiated from social problems, this en- 
courages some members of the team to 
think they can treat everything. This gen- 
eralized competence and zeal for providing 
psychotherapy has become subject to a new 
kind of division of labor and differentiation 
of problems as appropriate for different 
kinds of therapy. In the New Haven study 
of social stratification in psychiatric treat- 
ment,° it was found that psychoanalysis and 
insight therapy are largely reserved for the 
well-to-do, while a combination of somatic 
and drug therapy and social casework ap- 
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pear to be the treatment of choice for those 
in poorer financial circumstances. Such a 


practice would tend to intensify status dif- 


ferences in the psychiatric team, and prob- 
ably has not been very helpful to group in- 
ter-relationships or to effective function in 
providing therapy appropriate for specific 
problems. 

Another aspect of psychiatric-social work 
collaboration which we may consider here is 
related to the practice of psychiatric ‘“su- 
pervision,” or ‘‘consultation” for psychiatric 
social workers, Let us clarify what we mean 
by these two terms: 


“In supervision, there is an authoritative direc- 
tion and guidance of the worker to get the job of 
the agency done effectively. In consultation, ad- 
vice and counsel are asked for and given, around 
specific problems, and the worker is free to accept 
or reject that advice. Consultation, therefore, is 
based on a technical authority, and also does not 
involve the taking of dominant or subordinate roles 
on a basis of such operational authority.’’* 


There has been an increasing confusion as 
to the meaning of these terms, with the word 
consultation being used to refer to actual 
supervisory functions, as well as to teaching 
and supportive activities. The experienced 
social worker is now expected to learn to 
use his supervisor as a “consultant.” The 
graduation of the worker from supervision 
to consultation becomes a way of certifying 
his technical competence and authority, a 
function the schools of social work still have 
not entirely assumed. This trend also re- 
flects an increasing struggle on the part of 
the social worker to free himself from in- 
tensive and never-ending supervision. 


The psychiatric social worker does have 
a problem in his dual subordination to psy- 
chiatric and to social work supervision. We 
can accept that social workers have the re- 
sponsibility for supervision of the technical 
aspects of their practice. We also can rec- 
ognize that in the psychiatric settings, the 
psychiatrist has an administrative respon- 
sibility to supervise social work activity and 
see that it helps accomplish or is consistent 
with the medical goals. In the psychiatric 
settings, therefore, social workers will con- 
tinue to be responsible to medical and to 
social work supervision. 
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Consultation has a different concept in 
medicine than in social work. Thus, “The 
Principles of Medical Ethics,” of the Ameri- 
can Medical Association,* carefully defines 
the nature and process of consultation, and 
the relationship between consultant and con- 
sultor. Here, consultation serves the func- 
tion of sharing, protecting and supporting 
the personal and legal responsibility and the 
liability of the physician for his patient, as 
well as backing up his diagnostic and thera- 
peutic efforts. Social workers do not have 
such a personal and legal responsibility for 
their practice or malpractice. This is prob- 
ably so because they do not have legal rec- 
ognition of their professional identity. Per- 
haps the social worker is still not regarded 
as being able to injure patients or clients 
directly because he treats problems rather 
than diseases. Also, until recently, social 
workers were employed only in agency set- 
tings of charity or non-profit character, 
which settings tended to blur the lines of 
responsibility and liability for the social 
worker. 

Social workers are largely unaware of the 
liabilities involved in psychiatric practice, 
although this question has been raised.’ Con- 
versely, some psychiatrists believe that as 
consultants, they assume a_ responsibility 
and liability for the social worker’s practice, 
even in social agencies. As far as we know, 
no social worker in this country has been 
sued for malpractice. We also know of no 
psychiatrist who has been sued because of 
the professional activity of a social worker 
for whom he has served as either consultant, 
supervisor or collbaorator. Perhaps such a 
fortunate state of affairs will continue so 
long as social workers do not take out mal- 
practice insurance, since it is held by some 
people that such insurance encourages mal- 
practice suits. It is evident though that the 
problem of liability for a case on which there 
is collaboration or consultation requires fur- 
ther clarification. 

Another area in question concerns the re- 
lationship between family social agencies 
and the mental health clinics. The former 
have always cared for a large number of 
emotionally disturbed persons, with and 
without psychiatric consultation.’ The in- 
creasing realization of the nature of this 
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case load has raised the question whether 
the social agencies have taken on psychia- 
tric clinic functions.'' We submit that when 
social workers in family agencies begin to 
think they are treating psychiatric prob- 
lems, these agencies take on the role of a 
clinic. Such workers have neglected their 
function of helping disiurbed people with 
their social problems. Psychiatric settings 
in turn are handling family problems as a 
method of treatment of mental illness. When 
ihe psychiatrist deals with family relation- 
ships in order to treat a psychiatric illness, 
should he not use the skills of the social 
woiker? To determine specific areas of pro- 
fessional competence in such a situation has 
been and will remain difficult until we can 
begin to differentiate social from psychiatric 
problems, The recent G.A.P. report on ‘‘The 
Consultant Psychiatrist in a Family Service 
Agency’’’* is an excellent step in this direc- 
tion. 

Two important aspects of social need are 
of relevance here to help us better to under- 
stand these problem areas. One involves the 
renewed appreciation of family and group 
living and of social participation, as part of 
current social values. Many individuals 
though turn out to need and want help with 
adjustmental and adaptational problems. 
The sustaining resources of the former fam- 
ily unit have been depleted in the course of 
its evolution into the so-called ‘‘companion- 
ate family.” Certain functions of the family 
have been assumed by social institutions, 
such as education, religion, medicine and so- 
cial work. These agencies offer personal 
counseling to help individuals “make better 
adjustments to life and society,” and to “‘live 
more satisfying lives.” Many psychiatrists 
have taken on a function as personal coun- 
selors, although this practice is often called 
psychotherapy or psychoanalysis. 

This concern with “problems in living,” 
leads us to recognize a concomitant need for 
more humane and effective methods of help 
with socially deviant behavior. In recent 
years, individuals who used to be called mis- 
fics, failures, outcasts, cripples, criminals, or 
what sociologists label “social deviates,” are 
increasingly regarded as “sick people.” They 
can be understood and treated sympatheti- 
caliy, as subjects for help and rehabilitation, 
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rather than as evil individuals to be punished 
and shut away for their own and society’s 
protection, Thus, an inadequate person who 
cannot support his wife and children can be 
labelled as “sick” and, therefore, he has a 
“right” to financial assistance from the state 
or county welfare agency. Criminals may 
also be regarded as “ill” and treated more 
humanely, not merely because of psychosis 
or psychoneurosis, but because of a person- 
ality or character disorder. 

Such an expanded concept of mental ill- 
ness has been increasingly questioned and 
criticized. Dr. Paul Lemkau'* has well re- 
marked: 

“We must refuse to be made the curers of ‘men- 
tal’ disease; we must insist in our own thinking 
that the idea of ‘mental disease’ is not a sound one. 
At best, it is a wasteful and misleading generaliza- 
tion belonging to the one-sided kind of sociology 
which tends to equate socially-intolerable behavior 
with mental illness, and which has foisted this su- 
perficial economy, this symbol, on a too-trusting 
medical science. We do not need to fall into the 
trap of thinking that psychopathology and being 
a misfit in society are one and the same thing.” 


As we see it, the term ‘mental illness” has 
confused psychiatric and social illnesses, or 
problems. The concept of social problems as 
iliness, however, has served an important 
and useful social function. Talcott Parsons" 
has helped us understand the social function 
of illness as “deviant behavior.” He explains 
that illness can be used as a mechanism of 
social control by permitting the entry of the 
sick and passive individual into medical 
channels, The sick person is removed from 
his often-disturbed family and social] situa- 
tion and is placed in a well-regulated med- 
ical setting through the accepted authority 
of the physician. The patient is thus re- 
lieved of his social responsibilities and obli- 
gations, He is then “helped to get well,” 
through what Parsons has aptly called ‘the 
supportive and disciplinary components of 
the therapeutic process.”'* This procedure is 
more desirable and less punitive for the so- 
cial deviate than legal punishment or incar- 
ceration. 

To meet this need for dealing differently 
with the socially-ill, the psychiatric team 
finds a new field. Sometimes the legal ele- 
ment is also present. Courts and penal in- 
stitutions are being permeated by the point 
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of view of the psychiatrist and social worker 
and are making increasing use of the serv- 
ices of psychiatric teams. Mental hygiene 
clinics and treatment centers for children 
have developed alongside psychiatric hospi- 
tals and clinics in attempting to help the so- 
cially-ill. All of these organizations provide 
a form of medical-social diagnosis and treat- 
ment. They are in a position to point out 
that a given person is “‘ill’ and unable to 
support himself because of his physical or 
social incapacity. The prescription for care 
may extend to the family. Thus a psychia- 
trist may find a patient to be chronically de- 
pressed. The social worker evaluates a con- 
comitant problem of over-solicitousness in 
the spouse. They may then set up and carry 
out therapeutic and supportive techniques 
to help the family as a group. Such medical- 
social treatment has been mostly developed 
in the psychiatric hospitals and clinics. So- 
cial workers have performed a supportive 
and mediating function between society and 
the psychiatric needs of the patient and his 
family. Social workers also help patients 
resume their family and social roles, often 
on a more satisfying basis of reconstituted 
family equilibrium. Thus we find, as Har- 
vey Smith" has pointed out, an “institution- 
alizing process” is taking place. 


“In social crises, institutional forms rearrange. In 
times of crisis professional forms and functions may 
alter drastically, as may interprofessional relation- 
ships. . . . Historical prerogatives are being chal- 
lenged by new functional possibilities.” 


An examination of certain other historical 
trends may be of further help. Professional 
social work developed out of the charity or- 
ganization, public welfare and religious tra- 
ditions for mutual aid to people in distress. 
Social workers were brought into the medi- 
cal settings in order to help the physician 
with the social problems of the sick and to 
assist the patient and his family during and 
after his hospital stay. In 1905, with the 
support of Dr. James J. Putnam, the Neuro- 
logical Clinic of the Massachusetts General 
Hospital was the first to use a social worker 
in an American hospital. The inclusion of 


these workers in hospitals and clinics has 
been influential in the development of medi- 
cine and particularly of psychiatry. The 
mental hygiene and psychoanalytic move- 
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ments expanded the function of both psy- 
chiatry and social work. Psychiatry and 
psychoanalysis helped social work better to 
understand the individual. Social work 
helped psychiatry better to understand the 
family and the community setting. Out of 
such reciprocity has come a practice of psy- 
chotherapy focused on ego functioning, of 
milieu or environmental therapy, and a fam- 
ily-oriented psychiatry. Such collaboration 
was of great influence in the development of 
some of the concepts and practices of men- 
tal hygiene. 

However, negative results also appeared 
and some of these are now being recognized. 
Thus Mayer-Gross, Slater and Roth," in 
their textbook on clinical psychiatry criti- 
cally evaluate the present state of psychia- 
try. They state that this discipline has al- 
most divorced itself from medicine and from 
the procedure of clinical observation and di- 
agnosis, that it has sought a science of beha- 
vior rather than a study of mental illness, 
that it has restricted the applicability of 
neurological and medical concepts, and that 
it has become excessively preoccupied with 
the individual. Similarly we can observe 
that psychiatric social work almost divorced 
itself from the general field of social work. 
Many social workers turned their backs on 
their family and socio-cultural orientations; 
they gave up their responsibility for and 
practice of social diagnosis and social treat- 
ment, and they also became preoccupied 
with the individual, in an over-identification 
with psychiatry and psychoanalysis. 

Fortunately, within the past few years, 
these trends have been reversing themselves. 
We are nowwitnessing exciting developments 
in both professions. Thus in psychiatry there 
is a return to psychobiological orientations. 
The discoveries of new drugs and the re- 
searches in neurophysiology and neurochem- 
istry have led to what Dr. Louis Linn** has 
well called a ‘“‘Renaissance in Neuropsychia- 
try.” Similarly in social work we are wit- 
nessing a rebirth of family-centered social 
casework, a return to home visiting, a redis- 
covery of social science orientations and re- 
search, and an integration of the social work 
speciality groups into one professional or- 
ganization. Both psychiatry and social work 
appear to be redefining their own roles in 
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the mental health team and reaffirming their 
traditional orientations, areas of training 
and of competence. 

Let us briefly examine some of the impli- 
cations of these changes in terms of our fu- 
ture patterns of collaboration. To meet the 
tremendous needs for help with psychiatric 
illnesses and social problems will require a 
multi-disciplinary and interdependent effort 
on the part of the helping professions. New 
methods of medical-social treatment will 
have to be evolved. Are all of these patients 
medical responsibilities? Do they all re- 
quire medical treatment? The causes for 
abnormal behavior or maladaptations are un- 
known although we suspect that etiology is 
one of multiple causation. There is specu- 
lation now that the recent discoveries in 
neurochemistry may uncover the psychobio- 
logical coordinates of schizophrenia, and 
perhaps even of the neuroses. There is also 
speculation that the new research in family 
dynamics and in the social system of the 
family may uncover the psychosocial coor- 
dinates of social deviation. It is apparent 
that both psychiatry and social work must 
continue to concern themselves with all 
forms of abnormal behavior in order to prop- 
erly diagnose and treat the disease or prob- 
lem of which abnormal behavior is the symp- 
tom. We can recognize that psychiatric ill- 
ness has important psychosocial aspects and 
components. We can subscribe to and re- 
spect the unity of the whole person, of the 
essential configuration of the individual’s 
body, mind, and his family, socio-cultural 
situation. But we can also differentiate a leg 
from an arm, a lung from a heart, an eye 
from an ear. It would seem helpful to dis- 
tinguish psychiatric disease from social 
problems in so-called “mental illness” and to 
stop using this latter term so diffusely. 

It is difficult, therefore, to accept the sug- 
gestion of developing a new profession of 
psychotherapists. Lawrence Kubie,'’ for ex- 
ample, has argued that “the medical profes- 
sion as constituted at present or in foresee- 
able decades, cannot supply the community’s 
present or future need for psychodiagnosis 
and psychotherapy.” He proposes the crea- 


tion of a new profession, based on a semi- 
medical curriculum, to provide a Doctorate 
in Medical Psychology. He suggests that 
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this curriculum emphasize training in psy- 
chotherapy, and that it contain training as 
a medical and psychiatric social worker. 
Leaving aside the problem of what is in- 
cluded in the term psychotherapy, this and 
similar proposals do not reveal any essential 
differences from the training and core of 
knowledge given social workers now, except 
for the training in psychological tests. We 
have already questioned the validity of the 
concept of mental illness on which such a 
practice of psychodiagnosis and psychother- 
apy is apparently to be based. There is 
doubtful value to the creation of another 
professional practice which would attempt 
to duplicate or supersede the knowledge and 
skill of psychiatry and social work. Let us 
better attempt to improve what we have. 

Social work is at present attempting to 
establish for itself a fully professional role 
and status. We can continue to help social 
work gain such a role and the social author- 
ity it requires to carry out its social func- 
tions. Social work needs to achieve an offi- 
cial recognition of the worker’s professional 
competence through such methods as a doc- 
torate in social work or through board cer- 
tification as in medicine. 

We would suggest that we revaluate the 
patterns of collaboration between psychiatry 
and social work in order better to meet the 
pressures for our services. We need to rec- 
ognize the principle of medical responsibility 
for medical practice and of social work re- 
sponsibility for social work practice. With 
the clearer definition of roles that is taking 
place, the technical supervision of social 
work by psychiatry is more properly re- 
placed by the practice of collaboration. Over- 
lap and duplication can be avoided and the 
goals of medical, medical-social, and social 
treatment could then be better realized. This 
would also encourage a reciprocal referral 
of cases based on the nature of the problem 
and the requirements for treatment in each 
case. 

It also appears timely to revaluate the 
structure of the psychiatric team. An ap- 
plication of administrative principles relat- 
ing to line and staff responsibility and au- 
thority might permit more effective admin- 
istrative organization appropriate to the 
problems and function for which the team 
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is called upon to provide service. It would 
seem feasible to explore varied leadership 
and authority patterns and to subject these 
to research study in terms of team effective- 
ness. 

We have examined some of the positive 
and problem aspects of current psychiatric- 
social work collaboration in the psychiatric 
team. We have attempted to clarify some 
of the historical trends which appear to be 
operating in the present patterns of collab- 
oration. Particular emphasis has been given 
to the need for more humane and effective 
methods of treatment for the socially-ill and 
the new forms of medico-social treatment 
which have arisen to meet this need. We 
have suggested that it would help to dis- 
tinguish psychiatric disease from social 
problems and we have pointed out several 
ways to improve the effectiveness of psychi- 
atric-social work collaboration. Psychiatric- 
social work collaboration has been and re- 
mains a productive endeavor. At present, 
there is much flux in the patterns of mutual 
activities, both within the psychiatric team 
and between psychiatric and social agencies. 
In this process of change there is a sense of 
excitement, of promise, and of challenge for 
even better things to come. 
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Combined Psycho-Medical Therapy of 
Psychosomatic Disorders 


HAROLD KAPLAN, M.D. 


Psychosomatic or “comprehensive” medi- 
cine includes the entirety of medicine and 
consists of applying the psychological ap- 
proach to all medical illness.'* Every dis- 
ease is psychosomatic when considered from 
a “multicausal” point of view, in that emo- 
tional factors play some role in all disorders, 
whether that role be primary or secondary.’ 

Ilinesses which primarily present somatic 
manifestations in association with psycho- 
logical problems, are of particular interest 
to psychosomatic medicine. It is the somatic 
aspect of these disorders which is frequently 
the presenting complaint. Thus, the initial 
consultation is usually with the medical 
“man” and less frequently with the psychia- 
trist. Lewis,‘ correlating the results of sev- 
eral recent psychomedical surveys, con- 
cluded “that psychological disturbances were 
responsible, wholly or in part, for the ill- 
nesses of 949 (47%) of the 2,038 selected 
medical patients analyzed.” 

There are three major groups of medical 
patients who require special evaluation of 
their psychological and somatic factors. 

Group A: The “psychosomatic illness” 
group. Patients who suffer from what has 
been classically designated as a ‘“‘psychoso- 
matic disorder.” Examples are peptic ulcer 
and ulcerative colitis. These are disease 
processes where the etiological relationship 
between emotional and somatic dysfunction 
is suggestive even though there are fre- 
quently associated organic and genetic fac- 
tors. Since the soma involved in these dis- 
eases is innervated by the (involuntary) au- 
tonomic nervous system, the combined psy- 
cho-medical approach seems to be the more 
direct. 

Group B: The “psychiatric” group. This 
includes those with psychological disturb- 
ances manifested by somatic disabilities 
which may be “real” (objective) or “un- 
real.” When “real,” it involves the volun- 
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tary nervous system, and we speak of a con- 
version hysteria. Among the “unreal” we 
may find hypochondriasis and/or delusional 
preoccupation with physical functioning, 
often seen in schizophrenics. Patients in 
this group suffer primarily from a psycho- 
logical disturbance requiring psychiatric 
treatment although adjuvant medical ther- 
apy may be necessary. For example, a pa- 
tient suffering from a prolonged hysterical 
paralysis of his arm leading to a disuse 
atrophy, may, in addition to psychotherapy, 
require braces and other physical medicine 
procedures. 

Group C: The “Reactive” group comprises 
those patients with organic physical disor- 
ders and an associated psychological disturb- 
ance, e.g. a patient with cancer who devel- 
ops a reactive depression as a sequel to the 
severe organic disease. This depression in 
turn may produce physical manifestations 
further cloud’2g the somatic diagnosis. On 
the other hand, there is the patient with a 
pre-existing emotional disturbance who de- 
velops an apparently independent organic 
condition, e.g. a patient with a phobia who 
develops a tumor. Not only can the psy- 
chological status of such a patient deterio- 
rate rapidly if not properly handled, but the 
organic condition may be worsened if the 
emotional problems are not resolved. Fre- 
quently a patient with a reactive psychologi- 
cal state may be treated by his own physi- 
cian, by such psychologically supportive 
techniques as reassurance and continuous 
and active interest in his condition irrespec- 
tive of the severity. 


Combined Treatment Approach to 
Psychosomatic Disorders 


Because of the close relationship between 
psychological and somatic dysfunction in 
psychosomatic disorders it is preferable that 
treatment of the psychiatric aspects be car- 
ried out by the psychiatrist, and therapy of 
the somatic manifestations be performed by 
the internist. Inasmuch as two physicians 
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are treating the same patient, it requires the 
closest collaboration between the doctors. 
The use of several specialists for the treat- 
ment of the psychosomatic patient has been 
endorsed by various workers,*:*° and in this 
approach “the individual patient is the cen- 
tral point of the physicians’ interest rather 
than the disease.” The purpose of the med- 
ica] therapy is to build up the patient’s phys- 
ical state so that he may successfully par- 
ticipate in psychotherapy for total cure. 
.In the acute phase of somatic illness, e.g. an 
acute attack of ulcerative colitis, medical 
therapy is the primary form of treatment 
and psychotherapy with its more long-range 
goals consists of reassurance and support. 
As the pendulum of disease activity shifts 
and the illness progresses to a more chronic 
state, psychotherapy assumes the primary 
role and medical therapy the less active po- 
sition. The combined psycho-medical thera- 
peutic approach frequently requires elements 
of restraint, recognition of limitations, as 
well as the positive contribution of each 
physician to the total collaboration. 
Mishandling of or an unsympathetic atti- 
tude toward the psychosomatic patient’s ill- 
ness by the physician may produce grave re- 
sults. Bernard* notes that ‘derogatory atti- 
tudes toward psychogenic illness on the part 
of the nursing and medical staff may re- 
inforce the patient’s need to prove himself 
really sick by unconscious, and sometimes 
conscious” aggravation of his physical symp- 
toms possibly to a fatal extent. 


Indications for combined treatment: If 
during an initial attack of a psychosomatic 
disorder the patient responds to active med- 
ical therapy in association with the superfi- 
cial support, ventilation, reassurance and en- 
vironmental manipulation provided by their 
internist, additional psychotherapy by a psy- 
chiatrist would not be required. Psychoso- 
matic illness that does not thus respond to 
medical treatment, or that is in a chronic 
phase, should receive psychosomatic evalua- 
tion by a psychiatrist. From then on com- 


bined therapy should follow as indicated. 
Goal of combined therapy: Rosenbaum‘ 
suggests that it is useful initially to set up 
a tentative, elastic spectrum of therapeutic 
goals in the treatment of psychosomatic dis- 
orders. He notes that the end desired is cure, 


which means resolution of structural impair- 
ment plus reorganization of the personality, 
so that needs and tensions will no longer 
utilize pathophysiological mechanisms. De- 
crease in intensity of treatment should be 
based upon a more mature general life ad- 
justment; increased capacity for physical 
and occupational activity; amelioration of 
the progression of the disease and reversal 
of the pathology; avoidance of complications 
of the basic disease process; decreased use 
of secondary gain associated with the illness 
and increased capacity to adjust to the pres- 
ence of the disease. 


In the combined psycho-medical endeavor, 
each treating physician should completely 
understand and have mutual respect for the 
role and contribution of the other. The au- 
thor has been able to apply this collabora- 
tive approach in private practice, in asso- 
ciation with internists, and also to partici- 
pate in an experimental hospital program 
where both the medical and psychiatric serv- 
ices cooperated on a psychosomatic ward. 
Despite the many problems involved in this 
approach, a cooperative therapeutic venture 
can come to fruition. 


Problems Unique to Psychotherapy With 
Psychosomatic Problems 


Basically, the principles of intensive psy- 
chotherapy in psychosomatic disorders do 
not differ from those used in the treatment 
of emotional disorders. Fromm-Reichmann* 
and Wolberg® have reviewed these principles. 

Treatment of psychosomatic disorders 
from the psychiatric viewpoint is a most dif- 
ficult task. As Thompson’ has expressed it, 


“organic disease, when present, has proved to be 
among the most difficult of therapeutic access of 
any of the aspects of a case. ... Organic disease, 
if or when psychogenically determined, must con- 
stitute one of the most rigid character defenses. 
Often the patients are without demonstrable anx- 
iety and when anxiety is present, is frequently as- 
sociated in the patient’s mind only with concern 
about his physical condition. The chronic organic 
diseases seem especially frequent in rigid personal- 
ities. In turn the organic disease may tend to in- 
crease the rigidity... .” 


These difficulties are often rooted in deep 
disturbances in the personality organization 
engendered by defects in the earliest con- 
tacts of the infant with the mother.* 
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The purpose of psychotherapy with psy- 
chosomatic patients: Berle, et al.,'' state 
that the purpose of therapy should be “to 
understand the motivations and mechanisms 
of disturbed function and thus help the pa- 
tient to an understanding of the nature of 
his illness and of himseif, and of the impli- 
cations of his costly adaptive pattern.” 
Through this insight, changed and healthier 
patterns of behavior will result. 

Resistance to entering psychotherapy: This 
patient is usually resistive to psychotherapy 
inasmuch as he is usually convinced that the 
illness is purely organic in origin and has no 
emotional etiology. Furthe:more the very 
idea of emotional illness is repugnant be- 
cause of personal prejudices concerning psy- 
chiatry. Lidz* points out that the primary 
concern on the somatic manifestations cre- 
ates difficulties in establishing a useful re- 
lationship for psychotherapy. He feels a 
useful relationship can develop only when 
the patient recognizes that his emotional 
problems are sufficient to warrant psycho- 
therapy, even though he realizes that be- 
cause of his physical illness his functioning 
in life has been impaired. 

Development of relationship and transfer- 
ence: Psychotherapy with the psychosomatic 
patient often must proceed more slowly and 
cautiously than with other psychiatric pa- 
tients. Positive transference must be devel- 
oped gradually and initially must be sup- 
portive and reassuring during the acute 
phase of the illness. As the disorder enters 
a more chronic stage, exploratory interpre- 
tations may be made, but a strong patient- 
physician relationship is essential for any 
such exploration. This patient is very de- 
pendent and this characteristic may be used 
supportively and interpretatively at crucial 
periods in the treatment. During therapy a 
great deal of hostility occurs first, in the 
form of overt ventilation, then in the frame- 
work of the transference. Free and appro- 
priate expression of the patient’s hostility 
is to be encouraged. 

Interpretation: Mittelmann’ in treating 
these cases suggests an ‘“‘ego-analytic’”’ tech- 
nique. Important aspects of this technique 


are increased attention to current problems 
in immediate life situations and the reaction 
to the therapist and to treatment. 


There 
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should be increased emphasis on evaluation 
of the patient’s character difficulties—on his 
habitual reactions, particularly through the 
concept of self-evaluation (e.g. self-esteem, 
and guilt) and his reactions to his environ- 
ment (e.g. dependency, submission, and need 
for affection). Also included is analysis of 
the patient’s anxieties and his methods of 
coping with situations of stress through 
clinging to certain conditions of life (e.g. 
asking for complete care, always having to 
be right, refraining from self-assertion, sup- 
pressing al] forbidden impulses.) Essentially 
this technique parallels in many ways the 
methodology of some of the cultural ana- 
lytic groups (such as Horney and Sullivan) 
and the work of Wolff and his associates as 
regards the handling of psychoscmatic dif- 
ficulties. Most orthodox Freudian analysts 
feel that deep “unconscious” material in 
these patients must be handled with care, 
and has particularly limited application in 
acute psychosomatic illness. Some orthodox 
investigators have reported dramatic results 
when “unconscious” material was _ inter- 
preted as a drastic measure during an acute 
phase.'* While most orthodox Freudian ana- 
lysts appear to feel that for ‘‘complete cure” 
genetic material must eventually be inter- 
preted, many cultural analysts have demon- 
strated that adequate results might be ob- 
tained when psychotherapy was limited to 
an analysis of characterological and ego de- 
fenses associated with disturbed interper- 
sonal relations. In those cases where there 
are more limited goals than complete cure, 
apparently many Freudians agree that 
deeper genetic material need not necessarily 
be probed. 

In these patients there is often a close con- 
nection between certain life stresses asso- 
ciated with disturbed interpersonal rela- 
tions, and exacerbation of their psychoso- 
matic symptoms and disturbed functioning." 
Very often the nature of the stresses can be 
determined and it can be seen that they form 
part of a repetitious pattern. The patient 
is usually unaware of this pattern and un- 
able to report it spontaneously. It is help- 
ful to show the patient that such patterns 
are not just “accidental” but are pre-deter- 
mined by factors of which he is unaware and 
it is essential to show him how he may 
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change such disturbing patterns and act in 
a new and healthier manner. Very often 
particular life stresses are remarkably sim- 
ilar between one attack of the illness and the 
next. It is important to demonstrate the 
elements that these different precipitating 
factors have in common. 

Inasmuch as these patients are frequently 
immature and childlike in their development 
and consequently bound closely to and de- 
pendent on home and family, their interac- 
tion with the environment is sign-ficant and 
even more apparent than in many neurotic 
patients. Hence an awareness of the environ- 
ment and its disturbing factors, and active 
interpretation and shifting of these factors 
is of particular importance." 

Winokur and Guze'* point out, “In es- 
sence, psychotherapy becomes effective when 
the patient learns two things. First, when 
he learns to perceive more adequately and 
differentiate more clearly, and second, when 
he learns through experience to act differ- 
ently and more successfully for his happi- 
ness. It should be emphasized that psycho- 
therapy can never attain significant success 
unless the patient learns and uses new be- 
havioral sequences.” 

Resistance during therapy: As _ noted, 
these patients frequently have a great deal 
of resistance to entering psychotherapy and 
often this resistance continues unabated dur- 
ing therapy. Many of these patients are un- 
willing to give up the secondary gains that 
accrue to one suffering from a chronic phys- 
ical disorder. The increased attention paid 
to them and the excessive dependency on 
their family fostered thereby, all offer many 
positive gratifications which they may be 
unwilling, consciously or even in an unaware 
fashion, to forego. When anxiety is per- 
mitted to develop too suddenly (as a result 
for example, of too active interpretation of 
a psychological defense) there may be se- 
vere exacerbation of physical symptoms 
which may interrupt treatment and possibly 
be fatal to the patient. In many, initial mo- 
tivation for entering treatment is so poor 
that they frequently drop out of therapy for 
minor reasons. 

Flexibility of technique: In the treatment 
of psychosomatic disorders, the key concept 
is maximal flexibility in technique. Because 
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of the frequently poor motivation of these 
patients, and because of their associated 
poor physical condition, there may be fre- 
quent changes necessary in the psychothera- 
peutic approach used. Berle and her asso- 
ciates'' suggested that treatment “go flex- 
ibly from the non-directive to the highly di- 
rective, from predominantly suppressive to 
vigorous exploratory activity.” 


Interruption of psychotherapy due to a 
medical or surgical emergency: Patients 
with psychosomatic disorders often have 
dangerous visceral lesions which may flare 
up during psychotherapy. At such times the 
patient may require immediate hospitaliza- 
tion for medical or surgical treatment. It 
is advisable for the psychiatrist to maintain 
contact with the patient during this emer- 
gency, whether in person or by telephone, 
because such interest offers valuable emo- 
tional support at a time of crisis. If major. 
surgical procedures become necessary (such 
as colectomy and ileostomy for ulcerative co- 
litis) the psychological preparation for the 
operative procedure should be as adequate 
as possible. After surgery, it is important 
for psychotherapy to continue. The success 
of many medical and surgical procedures 
may be markedly affected by the psychologi- 
cal state of the patient. 

Danger of psychosis: In certain psychoso- 
matic disorders’ there is a definite danger 
of helping to precipitate a psychosis if there 
is too active interpretation and removal of | 
certain defensive elements in the disturbed 
personality structure. Some of these ill- 
nesses such as ulcerative colitis often seem 
to occur in association with schizophrenia. 
As the colitis improves, a psychotic state 
becomes more apparent. In such patients, 
psychic exploration must be performed with 
care. At times a definite compromise may 
have to be made psychotherapeutically and 
limited treatment goals set because of the 
danger of psychosis. Projective psycho- 
metric tests are frequently helpful in picking 
up a well defended or latent psychosis in 
these patients. 


Modification, improvements and introduc- 
tion of newer psychotherapeutic techniques: 


Various investigators have introduced modi- 
fications and improvements on the standard 
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techniques of psychotherapy to fit the pe- 
culiar problems of these patients. 

For example, oftimes these patients re- 
quire special privileges and aitention not 
usually afforded to the average patient. Ber- 
nard* describes a “woman desperately ill 
with ulcerative colitis where psychiatric in- 
tervention consisted of modifying hospital 
regulations to permit the mother to stay 
with the patient continuously, spoonfeeding 
her and gratifying her exaggerated regres- 
sive needs until the crisis was averted and 
the patient treatable by other means,” which 
helped to reverse the patient’s downhill 
course. Almy'® reports his technique with 
colitis patients: “The patient needs first to 
be confident that his doctor is devoted to his 
best interest and will stop at nothing in or- 
der to help him. . . . This means frequent 
contacts at all hours, in person or by tele- 
phone. . . . The patient’s confidence is fur- 
ther strengthened by many acts of kindness, 
beyond the usual limits of medical treat- 
ment... . He may receive special privileges 
in the hospital regarding diet and use of the 
telephone. .. . A few flowers that. bloom in 
the physician’s garden re are doubly. val- 
uable when brought to the bedside.” The 
value of such modifications and their intro- 
duction into the psychotherapeutic arma- 
mentarium indicate that experimentation 
and progress is constantly being carried on 
in this field. 

A further point bears emphasis. The psy- 
chiatrist working with a patient suffering 
from a psychosomatic disorder should ac- 
quaint himself with the medical aspects of 
the patient’s illness, and the medication the 
patient is receiving. Thus even though med- 
ical treatment will be under the supervision 
of an internist, it is well for the psychiatrist 


to be aware of the problems involved. medi- 
cally. The same holds true for the internist’s. . 


awareness of the psychiatric problems. in- 
volved. To facilitate their improved under- 
standing of each other's role, an occasional 
conference relative to the progress of the. 
case is invaluable. 


Problems Unique to Medical Therapy With 
Psychosomatic Patients: 


Essentially the internist’s treatment of 
these psychosomatic disorders should follow 
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the established rules for their medical man- 
agement. Generally it would seem advisable 
for the internist to spend as much time as 
possible with these patients and to listen 
patiently to their many complaints. He must 
be reassuring and supportive. It is helpful 
to explain to the patient just what is to hap- 
pen before any physically manipulative pro- 
cedures are to be performed, particularly if 
they are-of a painful nature, such as Ssig- 
moidoscopy: This will serve to allay his 
anxiety, make him more cooperative and ac- 
tually facilitate the examination. 


Because these patients are frequently re- 
gressed and infantile, they have a tendency 
to look to drugs and medication for magical 
results and cure. This trend is particularly 
dangerous as regards the use of narcotics 
for pain. Injudicious administration of these 
drugs may result in drug addiction. This is 
particularly significant because psychoso- 
matic illnesses are characteristically chronic 
and drawn out and the drugs which are ad- 
ministered are essentially palliative. Fre- 
quently the psychological status of these pa- 
tients makes them receptive to the ‘escape 
potential” and the “immediate relief” offered 
by the narcotic. 

A related problem is that psychiatrists are 
often hesitant to administer sedatives be- 
cause they may serve to “hide” anxiety, 
which is frequently an important signal to 
the psychotherapist in his work. Another 
criticism has been that these drugs may 
serve to cloud the sensorium and slow men- 
tal functioning. However, the author has 
found that on occasion, it is useful to allow 
psychosomatic patients to take limited quan- 
tities of hypnotics because of the more im- 
mediate benefit their physical condition de- 
rives from the increased relaxation afforded. 
He has found it useful to emphasize to the 
patient, however, the non-curative but sup- 
portive nature of such therapy. 

Frequently the dosage and pharmacologi- 
Cal action of drugs:are unpredictable partic- 


ularly when the patient is receiving psycho- 


therapy. For example it has been noted that 
insulin requirements of diabetics receiving 
psychotherapy may be altered dramatically. 
The author noted the insulin requirements 
of a previously well-controlled diabetic re- 
duced to one quarter of his former dosage 
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as he improved in psychotherapy. Bernard* 
notes the case of an asthmatic patient re- 
ceiving combined psychologic and medical 
treatment who showed different responses at 
different times to the same medical treat- 
ment, that of breathing helium under a hood 
during an attack of acute asthma and dys- 
pnea. Once it brought relief but another 
time the dyspnea became worse. The re- 
sponse to helium was determined by how 
psychotherapy was affecting the neurotic 
anxiety. 


The patient’s psychological attitude to- 
ward taking drugs may also affect the out- 
come of the psychosomatic treatment. For 
example, patients suffering from diabetes 
who do not accept their illness, and have 
self-destructive impulses of which they are 
unaware, may purposely not control their 
diet and end up in hyperglycemic coma." 


Problems Inherent in the Acceptance of the 
Combined Psycho-Medical Approach 


During the past thirty years there has 
apparently been a relative inertia in the 
adoption of this collaborative approach. 
While some of the responsibility for this sit- 
uation unquestionably rests with psychia- 
try, and some with other medicine, a number 
of authors report particular “resistance” by 
many medical men to the psychiatric ap- 
proach, For example, Greenhill and Kilgore'* 
reported on a program in which 47 medical 
house officers were given instruction in the 
psychiatric approach at the Duke University 
School of Medicine over a two year period. 
They found that even “with intensive in- 
struction only approximately one-third of 
the trainees satisfactorily learned to utilize 
the approach. Forty per cent learned noth- 
ing. What the remainder learned was judged 
to be slight!” 


Apparently one of the major reasons for 


this unfortunate resistance has been the ab-: 


sence of good communication between psy- 
chiatry and other medical disciplines. Some 
of the reasons for this seem to be the follow- 
ing: 

(1) Until recently there existed a lack of un- 
derstanding by many physicians of the advances 
in psychotherapy and psychosomatic medicine, be- 
cause of inadequate undergraduate training in psy- 
chiatry at medical school. This situation has how- 
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ever improved greatly during the past decade.19 

(2) In recent years a ‘“‘psychiatric language” de- 
veloped that made much psychiatric theory and 
therapy unintelligible to many unless they had 
highly specialized training in it. This situation 
also has largely improved. The Committee on 
Nomenclature, of the American Psychiatric Asso- 
ciation, has proposed a new psychiatric nomencla- 
ture for inclusion in the Standard Nomenclature of 
Diseases and Operations, published by the Ameri- 
can Medical Association. This should serve to 
simplify the problems of classification of psychiatric 
disorders.2° In addition, an increasing number of 
papers have appeared in the medical literature 
which attempt to explain the more complicated psy- 
chodynamic principles of psychiatry. 

(3) The practice of isolating and confining psy- 
chiatric work to mental hospitals is also being rap- 
idly eliminated by the ever increasing integration 
of psychiatric services in general hospitals. a 

(4) Many medical men trained in the technical 
organic school have criticized psychiatry and psy- 
chosomatics as unscientific and subjective. Their 
objections have diminished somewhat with the many 
advances in psychophysiology and _ experimental 
psychiatry, which have given a solid scientific foun- 
dation to the theoretical structure of psychosomatic 
medicine. Furthermore, the patient-physician rela- 
tionship (‘the art of medicine’) is being given a 
fresh significance, which equals in importance the 
physico-chemical laboratory aspects of objective © 
medicine. 

(5) Some medical men have been fearful that 
psychiatric treatment might preclude other medical 
treatment. Certainly with a combined psycho-med- 
ical approach this fear can be dispelled. 


Many internists have been critical of the 
high cost of psychotherapy. While this has 
some validity, the relative cost of psychi- 
atric treatment is not great when one con- 
siders the amount of working-time, effi- 
ciency, and income loss, due to a chronic 
psychosomatic disorder. 


The Advantages of Combined Psycho- 
Medical Treatment 
The advantages of this collaborative ap- 
proach is that the patient receives the ben- 
efit of the efforts of specialists trained in 
various medical disciplines, each working in 
the area where he is best equipped to func- 
tion. 
It is hoped that. in future years, with im-: 
proved medical training, physicians better 
trained and able to use the total approach to 
psychosomatic problems will be available. 
At present, the combined psycho-medical ap- 
proach seems to be the best solution. It is 
applicable to office practice, hospital service, 
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psychosomatic detection services*' and medi- 
cal school instruction. For example, as con- 
cerns the latter, the collaborative psycho- 
medical approach is being used in medical 
schools throughout the United States. At the 
University of Cincinnati School of Medicine, 
“everyday problems of medical practice, and 
psychodynamic concepts which arouse skep- 
ticism in students, are discussed in groups 
of about eight with both a psychiatrist and 
practicing internist participating.” At Chi- 
cago Medical School, psychiatry is taught 
jointly with the Department of Medicine in 
the admitting dispensary.'” 


Instruction in the psychosomatic approach 
will unquestionably increase the physician’s 
awareness of the “total” patient—his psyche 
and his soma. ‘This awareness of the phy- 
sician, it is believed, will round out his train- 
ing and result in improved patient care, the 
goal of all medical instruction.”** 

It is hoped that through this combined 
therapeutic approach, a contribution may be 
made toward the eventual prophylaxis of the 
many enigmatic psychosomatic disorders, 
which have heretofore been resistant to our 
therapeutic endeavors. 


Summary 

A combined medical and psychiatric ther- 
apy of psychosomatic disorders is presented 
which requires close collaboration between 
internist and psychiatrist. A structuralized 
definition of the role of each physician in 
the total treatment situation is made. Prob- 
lems unique to psychotherapy and medical 
treatment of these disorders are delineated, 
and some of the problems involved in the ac- 
ceptance of this approach by internist and 
psychiatrist, are discussed. By an expanded 
application of this combined psycho-medical 
approach, it is hoped that a contribution 
may be made towards improved treatment, 
and eventual prophylaxis of various psycho- 


somatic disorders. 
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Phenergan in Treatment of Psychiatric Patients 


ARTHUR S. SAMUELS, M.D. 


Phenergan (bromethaz:ne hydrochloride) 
has had wide general usage as an antihista- 
minic drug. Like chloipromazine, to which 
it is very similar in structure, it is a pheno- 
thiazine derivative. In the literature of the 
past five years a number of references have 
been made to its sedative effects,'“ and there 
has been one report of its successful usage 
in the treatment of five manic patients’ in 
France. The present study was undertaken 
to investigate the clinical effects of Phen- 
ergan in the treatment of a group of neurotic 
and psychotic patients. A further aim was 
the determination of optimum dosage levels 
for the drug, with the study of side effects 
and evidence of toxicity at the dosage levels 
employed. 

Methods 

For the purpose of this study, Phenergan 
was administered to a total of 63 patients, 
of whom 57 were out-patients attending the 
psychiatric clinic of the Charity Hospital 
and 12 were in-patients on the psychiatric 
service of that institution. Most of the pa- 
tients in the total group had received a di- 
agnosis of chronic schizophrenia, although a 
number of other diagnostic categories were 
represented, as shown in Table IV. All pa- 
tients received supportive psychotherapy 
during the course of the study. 

A double blind procedure was employed. 
with neither the investigator nor the patient 
aware whether the medication was the drug 
or a placebo. The medication was adminis- 
tered by individuals who took no part in 
the clin‘cal evaluation of the results. Ap- 
proximately two-thirds of the patients be- 
gan the study on Phenergan, and one-third 
on a placebo; after two weeks the placeko 
was administered to the group which had 
begun on Phenergan, while Phenergan was 
given to those originally on the placebo. 

Following the one month double blind pe- 
riod, most of the patients were placed on 
the drug for longer periods of time, to deter- 
mine the effects of long term treatment. 


From the Department of Psychiatry and Neurol- 
ogy of the Tulane University School of Medicine and 
the Charity Hospital of Louisiana in New Orleans. 
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Thus, while the minimum period for treat- 
ment with Phenergan was two weeks, the 
average duration of drug therapy was 9.5 
weeks, with a maximum of 36 weeks on 
Phenergan for one patient. The dosages 
ranged from a minimum of 25 mg. t.i.d. to a 
maximum of 1,000 mg. q.i.d. The amount 
employed most frequently was 50 mg. q.i.d. 
The drug was administered orally to all pa- 
tients except two for whom the intramus- 
cular route was employed. 

Initially patients were evaluated by the 
use of a psychiatric profile which ranked the 
following signs and symptoms as mild, mced- 
erate, or marked: affect defect, association 
defect, depersonalization, depression, anx- 
iecy delusions, hallucinations, insomnia, ano- 
rexia, sociability, and amenability to psycho- 
therapy. This mental status examination 
was repeated daily for in-patients during the 
first week of treatment and at weekly inter- 
vals thereafter. For out-patients, this psy- 
chiatric evaluation was performed biweekly. 

In addition the examining physician made 
an over-all psychiatric evaluation of the pa- 
tient at each visit, using the following scale: 
worse, slight improvement, moderate im- 
provement, marked improvement, recovered. 


Slight indicated some beneficial effects noted 
but not enough to warrant further use of 
the drugs; 

Moderate described favorable results but pa- 
tient was seeking further relief; 

Marked when symptoms subsided and no 
longer disturb the patient; 

Recovered to report symptoms subsided com- 
pletely both subjectively and objectively 
and patient now socially productive. 


For out-patients, a base-line white blood 
count, differential, and urinalysis were ob- 
tained. For in-patients, the following blood 
chemistry tests were performed in addition: 
blood urea nitrogen, fasting blood sugar, 
thymol turbidity, cephalin flocculation, and 
alkaline phosphatase. These laboratory stud- 
ies were repeated at two week intervals for 
all patients during the first month, and at 
monthly intervals thereafter. Careful day- 
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to-day check was made on in-patients for 
blood pressure, weight, temperature and 
pulse. Prior to medication all in-patients 
received a thorough physical examination 
which included EEG, EKG, and x-rays of the 
chest and skull to rule out the presence of 
organic pathology. 
Results 

Of the total group 43 patients (68.3% ) 
showed definite improvement (moderate to 
recovered) on Phenergan. One patient be- 
came worse on the drug and 19 (30.2%) 
showed only slight improvement or none 
at all. On placebo 27 patients (42.9%) 
showed definite improvement; eight patients 
(12.7%) became worse; and 28 patients 
(44.4%) evidenced slight improvement or 
none at all. Identical percentages of im- 
provement on the drug were shown by those 
who received the drug first and then the 
placebo, and those who began the study on 
placebo and then received the drug. These 
results are detailed in Tables I and II. It is 
interesting to note that among those pa- 
tients showing definite improvement on the 
placebo, the percentage was greater for the 
group who received the placebo first in the 
course of the study. 


TABLE I 


Reactions of Patients Who Began Study 
on Drug 
: : : 
Drug 1 6 6 19 8 1 
Placebo 8 16 6 12 1 0 
Percentage of patients showing moderate 
improvement, or better, on drug: 68.3% 
Percentage of patients showing moderate 
improvement, or better, on placebo: 39% 
TABLE II 
Reactions of Patients Who Began Study 
on Placebo 
Drug 1 5 1 a3 4 0 
Placebo 0 5 6 8 3 0 
Percentage of patients showing moderate 
improvement, or better, on drug: 68.2% 


Percentage of patients showing moderate 
improvement, or better, on placebo: 


50% 
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TABLE III 


Percentage of Patients Showing 
Improvement by Symptom 


Drug — Placebo — 

Amenability to % Yo ZF 
Psychotherapy 16 50 44 6 50 44 6 
Affect Defect 438 51 44 5 47 47 #6 
Sociability 40 53 45 2 38 51 Ii 
Association Defect 338 55 36 9 53 384 13 
Delusions 38 66 21 13 53 29 18 
Anorexia 36 22 11 56 25 29 
Depression 44 73 25 2 57 27 16 
Anxiety 57 4 21 3 56 26 18 
Depersonalization 38 76 16 8 55 26 19 
Insomnia 39 77 18 5 59 15 26 


Table III shows the effects of drug and 
placebo on the specific signs and symptoms 
comprising the psychiatric profile for this 
study. The amount of improvement on 
placebo is surprisingly high, which may 
make it difficult to evaluate the efficacy of 
the drug itself. The greatest efficacy of 
Phenergan seems to lie in its ability to re- 
duce anxiety. The reduction of anxiety ap- 
pears unrelated to the drug’s hypnotic effect, 
since anxiety reduction usually was main- 
tained during the entire period of medica- 
tion, while symptoms of sleepiness disap- 
peared or were minimal after the first few 
days. Other areas of significant difference 
between the effects of drug and placebo are 
found in the reduction of depersonalization, 
diminution of delusional or referential idea- 
tion, amelioration of depression (particu- 
larly the agitated type), increased ability to 
socialize, and decreased insomnia and ano- 
rexia. In the case of patients who had been 
accustomed to the use of sedatives for sleep, 
almost all were able to discontinue this prac- 
tice while on Phenergan. Improvement of 
appetite was similarly marked, with the re- 
port of weight gains up to 40 pounds in a 
three-month period. 

With regard to chronic disturbances of 
more than a year’s duration, it was surpris- 
ing to find that improvements on Phenergan 
were at least as frequent for these as for our 
more acute cases. It was also surprising to 
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TABLE IV 

o 26 
= 
of oe 
| mem ZED a= 
—Drug— —Placebo— 

Schizophrenia, % % 
Acute Undifferentiated 7 143 85.7 28.6 71.4 

Schizophrenia, 


Chronic Undifferentiated 20 29 15 60 40 
Pseudoneurotic 


Schizophrenia 11 27.3 72.7 36.4 63.6 
Schizophrenia, 

Chronic Paranoid 3 33.3 66.6 66.6 33.3 
Schizophrenia, 

Acute Paranoid 3 33.3 66.6 33.3 66.6 
Schizophrenia, 

Chronic Hebephrenic 1 100 0 100 0 
Psychotic Depression, 

Agitated Type a 0 100 0 100 
Involutional Psychotic 

Reaction a 100 0 100 0 
Psychomotor 

Epilepsy 1 100 0 100 0 
Anxiety 

Neurosis 4 25 75 25 75 
Hysterical 

Reaction 2 50 50 50 50 
Neurodermatitis 100 0 100 0 
Chronic 

Alcoholism a 0 100 0 100 
Senile 

Psychosis 2 50 50 0 
Reactive 

Depression 4 0 100 50 30 


note that the greatest efficacy of the drug 
as compared with the placebo was found in 
those cases where the precipitating factors 
for the illness were least severe, while the 
effects of drug and placebo were more simi- 
lar in cases with the most severe precipitat- 
ing factors. Both these findings may, how- 
ever, be attributable to a decreased response 
to placebo among those chronically ill or 
those for whose illness the precipitating fac- 
tors were mild. 

The effect of Phenergan in our series ac- 
cording to diagnosis is charted in Table IV. 
Those patients with whom the drug was 
found most effective were chronic schizo- 
phrenics with some degree of anxiety. As 
noted above, the drug seems most useful in 
those disturbances in which anxiety is a 
prominent component. 

Improvement on Phenergan was often 
noted within 24 hours of the initial dose. It 
was usually most marked during the first 
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week of medication although several weeks 
were necessary in some cases before maxi- 
mum improvement was attained. With al- 
most all patients the improvement achieved 
was sustained throughout the duration of 
medication. It is not possible to judge the 
length of treatment-time necessary to pre- 
vent the occurrence of relapses because of 
the great individual variation in response 
to the drug. 

The dosage eliciting maximum response 
from patients varied from 25 mg. q.i.d. to 
200 mg. q.i.d. Larger doses did not seem to 
be of added benefit. In most cases the op- 
timum dosage was 50 mg. q.i.d. 


Case History 

The following case history is presented to pro- 
vide a more detailed picture of Phenergan’s effects. 
It illustrates a complete remission of signs and 
symptoms on Phenergan, and gives some indication 
of the importance of maintaining drug therapy for 
a long enough period of time. In this case the 
time intervals for drug and placebo were varied in 
a manner different from other cases in the study, 
but neither patient nor doctor knew whether drug 
or placebo was being administered. 
A 30 year old white female had been discharged 
from the neurological service one month previously. 
She had been admitted in a semi-comatose state 
which became more severe for one week and then 
subsided spontaneously over a two-week period. 
Neurological work-up at that time was negative. She 
had remained symptom-free during the interval at 
home but developed crying spells and became delu- 
sional while en route to her first routine follow-up 
appointment. Neurological examination on this sec- 
ond admission, including EEG and spinal fluid sur- 
vey, was again negative. On admission the patient 
was hostile and fought with nurses to leave the 
ward. She giggled inappropriately at times; other- 
wise affect was remarkably flattened. Hostility and 
evidences of depersonalization increased during the 
next few days and the patient’s violence necessi- 
tated seclusion and restraints. Echopraxia and pe- 
culiar facial grimacing were present. At times she 
mumbled to herself in a dissociated manner, at other 
times screamed through the window, asking people 
who she was. 
The patient was started on 100 mg. Phenergan 
q.id. on 9-18-55. She became quieter after three 
doses. On 9-19 the dose was increased to 150 mg. 
q.i.d. Although the patient still spoke angrily and 
laughed inappropriately, she no longer attacked 
others and seclusion was unnecessary. Association 
defect and depersonalization were still moderately 
severe, but showed some improvement. Dosage was 
increased to 250 mg. q.id. on 9-20. The patient 
spent the day quietly and expressed a wish to go 
home. Rapid improvement continued so that by 9-23 
all signs and symptoms had disappeared except for 
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a slight inappropriateness of affect. She was pleas- 
ant and cooperative with the staff and in an argu- 
ment with another patient was able to control her 
anger. 


The patient was switched to a placebo on 9-23 
and within 16 hours she deteriorated to her former 
condition. She threw food, tried to burn a nurse’s 
dress, barricaded her door, and had to be placed in 
restraints. On 9-25, 250 mg. of drug q.i.d. was re- 
sumed; again definite improvement was noted 
within 24 hours, with a cessation of aggressiveness. 
Although she continued to improve during the next 
7 days, the patient did not reach the level of inte- 
gration she had previously attained on the drug. 
On 10-5 she was switched to placebo for a 2-week 
period. Deterioration to her pre-treatment psy- 
chotic behavior occurred slowly during the next 
6 days. In the second week on placebo she evi- 
denced even more severe delusional material, e.g. 
she thought the water-fountain exerted a mystical 
control ovr her. Thought content was fragmented 
and paralogic, so that it was almost impossible to 
contact her with questions. On 10-18 Phenergan 
was re-started, with the dose increased gradually 
to 500 mg. q.i.d. No definite improvement could be 
seen until 10-28. The patient complained of stom- 
ach cramps and the dose was decreased to 300 mg. 
q.idd. During the next few days there was rapid 
disappearance of her psychotic symptoms. The only 
abnormalities present were a mild flattening of af- 
fect, some seclusiveness from other patients, and 
compulsive number-writing, ‘‘to help spend her 
time.” During the next two weeks sociability in- 
creased, and the patient enjoyed a period on pass 
with her family. Number-writing was replaced by 
active participation in occupational therapy. After 
six weeks of drug treatment the patient was again 
switched to placebo, this time with no return of 
symptomatology during the four-month follow-up 
period. 


The salient features of this case were the rapid 
cessation of psychosis on the drug initially and its 
return in an even more severe form when the drug 
was discontinued prematurely. Of further interest 
was the increased period required for symptoms to 
subside, with subsequent trials. 


Side Effects 


A major drawback to the use of Phener- 
gan as a tranquilizing agent is the severity 
of its side-effects, especially during the first 
three to four days of dosage. These side ef- 
fects usually disappear, or become relatively 
innocuous, after this initial period. In the 
case of two borderline schizophrenics, the 
severity of the side effects further threat- 
ened their already tenuous contact with real- 
ity and temporarily worsened their condi- 
tion. In some milder forms of neurosis, side 
effects were at times more bothersome than 
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the presenting complaint. When patients 
were adequately prepared to expect the side 
effects for a given period of time, however, 
the majority were able to withstand them 
without excessive concern. 


The most frequent side effect noted was 
sleepiness which occurred, in some degree 
of severity in 71% of the patients: drowsi- 
ness was mild in 33%, and more often than 
not was considered useful; 23% complained 
of being uncomfortably tired while taking 
the drug; and 15% reported that they usu- 
ally had to sleep for an hour or so after tak- 
ing the second or third dose of the day. This 
side effect had its beneficial aspects, since 
almost all the patients who had required 
sleeping pills were able to dispense with 
their use while taking Phenergan. This group 
included patients who had not reported 
sleepiness as a side effect for the drug. Sim- 
ilarly, this effect persisted for many patients 
who no longer reported sleepiness after the 
initial 3-4 doses of medication. 


Dizzy, weak, or drunken feelings were re- 
ported as a side effect by 18% of the pa- 
tients. For some of these bed rest was nec- 
essary for the first few days of medication, 
until this reaction had become less marked. 
At least five patients were so affected by 
these sensations that they had to discontinue 
use of the drug. 


Of the total patient group 18° complained 
of blurred vision while reading. This reac- 
tion is due to Phenergan’s parasympathetic 
actions upon which may also be based in 
part the abdominal cramps and constipation 
of which 5% complained, and the indiges- 
tion or heart burn occurring in 13% of our 
cases. This last complaint was probably due 
also to the concentrated dosage forms of 
Phenergan employed and it was _ usually 
ameliorated by taking the medication with 
or after meals. This complaint might be 
further reduced in the future by covering 
the tablet with a protective coating. Such 
a coating would probably also reduce nau- 
sea, which occurred in 138% of patients and 
was largely attributable to the medication’s 
bitter taste. 


An interesting major complication in the 
use of Phenergan, encountered also with 
Thorazine,‘ was the production of psychotic- 
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like symptoms including marked anxiety, as- 
sociation defect, and feelings of unreality. 
These reactions occurred in a total of three 
patients, of whom two were residual schizo- 
phrenics who had not displayed such symp- 
toms for more than a year. The third case 
was that of a neurotic with globus hysteri- 
cus, a relatively well adjusted woman of 60 
without a previous record of psychiatric dif- 
ficulties. She felt “drunk” after 50 mg. of 
drug, experienced objective vertigo, sensed 
a marked lethargy and had difficulty in talk- 
ing: “Couldn’t keep my thoughts connected.” 
These symptoms did not occur on 25 mg. of 
the drug. They lasted for several hours and 
disappeared when the drug was discontinued, 
as did the increased anxiety and depersonal- 
ization reported by the two schizophrenic 
patients. 


Two patients (7%) complained that the 
medication decreased their capacity for pro- 
ductive activity to the point of lethargy. Ad- 
ditional side effects, each encountered in only 
one or two cases, were depression, mild urti- 
caria, insomnia, headaches and hot flashes, 
feeling of fullness, tremor, frequency of uri- 
nation, and increased thirst. 


Side effects tended to be more numerous 
and more severe in doses of 400 mg. or more, 
although a few patients were unable to tol- 
erate doses as small as 25 mg. The medica- 
tion was made more acceptable in some cases 
by giving larger doses before retiring and 
smaller amounts during the day. 


In an attempt to minimize the apprehen- 
sion produced by side effects, all patients 
were warned of the possibility of their oc- 
currence. This warning undoubtedly had the 
effect of suggesting the occurrence of un- 
pleasant sensations to some patients for 
whom they might otherwise have been ab- 
sent. In this connection the reports of side 
effects on placebo are interesting: 36 com- 
plained of sleepiness, 8% of nausea, and 5% 
of blurred vision, with additional complaints 
of lethargy, headache, stomach ache and 
tremor. 


Effects on Vital Signs 


In 12 in-patients, on dosages ranging as 
high as 1000 mg. q.i.d., there was no altera- 
tion in pulse, respiration, or temperature. 
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One patient, who received the medication 
intramuscularly in dosages up to 400 mg., 
showed a 10-20 mm. increase in both sys- 
tolic and diastolic blood pressure, as did an- 
other patient on doses of 800 mg. q.i.d. In 
both cases this increase persisted, although 
not constantly, while the medication was be- 
ing received in these doses, but blood pres- 
sure returned to earlier normal levels within 
24 hours after discontinuance of the drug. 


Laboratory Studies 


Blood counts performed for all patients in 
the study remained within normal limits 
with the exception of one instance of transi- 
tory depression of white count. This oc- 
curred after three months of treatment, 
when the patient was receiving 1000 mg. 
q.i.d. At this time the white blood count was 
4,420, with a differential of 62% polymorpho- 
nuclears, 36% lymphocytes, and 2% mono- 
cytes, as compared to a baseline of 7,325 
white cells, with a differential count of 83% 
polymorphonuclear, 16% iymphocytes, and 
1% monocytes. No abnormal changes in 
hemoglobin content were encountered in any 
patient. Urinalyses, including microscopic 
examination of the sediment and tests for 
sugar and albumin, revealed no alteration 
on the drug. 

Thymol turbidity, cephalin flocculation, 
and alkaline phosphatase studies performed 
on the 12 in-patients revealed two instances 
of slightly abnormal elevation. One patient, 
after receiving 250 mg. q.i.d. for one week, 
had an elevation of thymol turbidity to 6.7 
units from a baseline of 2.2. Alkaline phos- 
phatase readings increased from 3.2 to 4.5 
Bodansky units for this patient. A second 
patient who had been on the drug for three 
months and was receiving 1000 mg. q.i.d. 
showed an elevation of alkaline phophatase 
from 3.5 to 6.5 Bodansky units; thymol tur- 
bidity and cephalin flocculation were un- 
changed. No jaundice or other evidence of 
liver disease was encountered in any of the 
patients. 

Blood-urea-nitrogen and fasting blood su- 
gar showed no abnormal alterations. 


Comparison with Thorazine 
It is our general impression that Phener- 
gan has an ataractic action similar to but 
less marked than Thorazine. This impres- 
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sion was borne out in three in-patients who 
received both drugs. On the other hand, a 
fourth in-patient showed a more marked im- 
provement on Phenergan than on Thorazine 
while a fifth in-patient who showed no im- 
provement whatsoever on Phenergan had ex- 
perienced marked improvement with Thora- 
zine. It is also likely that Phenergan’s un- 
comfortable side effects are more marked 
than those of Thorazine, although again the 
reverse is true in some individual cases. Ad- 
ditional research is indicated to compare the 
two drugs, and particularly to ascertain 
whether the more serious side effects of 
Thorazine, agranulocytosis and liver dam- 
age, are also present with Phenergan. As 
mentioned above, there was no such indica- 
tion in our group of patients in the effective 
dose range. 
Summary and Conclusions 

Phenergan, a phenothiozine derivative 
similar to Thorazine in structure, was stud- 
ied for its clinical effects on a group of 63 
patients, largely schizophrenics. The drug 
appears to have an ataractic effect similar 
to Thorazine although probably not as 
marked. Of the 63 patients 68.3% showed 
definite improvement on the drug, using a 
double-blind procedure, as compared with 
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42% showing definite improvement on 
placebo. Phenergan seems most efficacious 
in conditions in which anxiety is a prominent 
factor. There are considerable side effects 
during the first three or four days of medica- 
tion which may limit the drug’s general use- 
fulness. However, no severe evidences of 
toxicity have been found in the effective 
dose range. Phenergan is considered to be 
a useful adjunct to psychotherapy in many 
cases. 
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Prevention of Reeurrence of Mental Illness with 


Modified Prophylactic Electroshock Therapy 


EDWARD F’.. KERMAN, M.D. 


An objection to electroshock therapy most 
frequently heard has to do with the problem 
of recurrence. ‘So what if you help them ?” 
complains the critic. “It’s only temporary. 
Look how many patients get subsequent at- 
tacks of the same illness.” 

This, indeed, is a valid criticism. It may 
be argued that each recurrent episode of 
illness will respond to electroshock as did 
the initial episode. The fact remains, how- 
ever, that there are recurrences in a large 
percentage of electroshock treated patients. 
This is disheartening to the patient and his 
relatives and tends to discourage future co- 
operation when symptoms recur. It also in- 
vites depreciatory comment from psychia- 
trists who reject somatic methods of treat- 
ment. They use the frequency of recurrence 
as evidence that electroshock is of tempo- 
rary and limited value at best and therefore 
is essentially useless and should be avoided. 

Relapse and recurrence are unquestion- 
ably the chief problems that arise in treat- 
ing patients with electroshock. By relapse 
is meant the reappearance of symptoms 
within two to three weeks after the last 
treatment. By recurrence one refers to a 
repetition of the same group of symptoms 
months or years after an electroshock in- 
duced remission, Relapse occurs in patients 
who receive insufficient treatment and may 
be considered a part of the same episode of 
illness for which the patient was initially 
treated. Recurrence denotes another epi- 
sode with a period of normal mental health 
varying from several months to years be- 
tween episodes. 

The problem of relapse was considered in 
an earlier paper.' It advanced the concept 
of maintenance therapy. If electroshock 
treatment is stopped at the point of improve- 
ment in the patient’s condition, it will be ob- 
served that fifty per cent of all patients so 
treated will slip back to their former state 
within two to three weeks after the last 
treatment. In order to prevent relapse one 


has to distinguish two phases of therapy: 
the cumulative phase and the maintenance 
phase. During the cumulative phase treat- 
ments are spaced close together. I usually 
give the first two or three treatments in 
daily succession. As improvement is noted 
frequency is gradually reduced. The mainte- 
nance phase begins when the patient is re- 
ceiving treatment at weekly intervals. For 
many years I considered this phase com- 
pleted when the patient had received weekly 
electroshock for 3 consecutive weeks with- 
out reappearance of symptoms. During the 
past two years I have added two more treat- 
ments to this phase: one given two weeks 
later and the final one three weeks after 
that. The total number of treatments is not 
an arbitrarily designated figure but is one 
which suits the individual need of the pa- 
tient. It is based on the response he shows 
and on his ability to maintain improvement 
during the maintenance phase. Should evi- 
dence of relapse be observed during the 
maintenance phase, patient goes back to the 
cumulative phase for a while, returning once 
again to the maintenance phase when symp- 
toms disappear. 

Maintenance therapy is a prolongation of 
the maintenance phase of treatment and is 
used with those patients who show a ten- 
dency to relapse when treatments are spaced 
at intervals exceeding one week. This ap- 
pears more necessary in schizophrenic pa- 
tients than in those with depressions. 

By clinical application of the concept of 
maintenance phase and maintenance ther- 
apy, without regard to any absolute number 
of treatments, one is able to avoid relapse 
in the majority of patients. While the prob- 
lem of relapse is controlled by such an ap- 
proach that of recurrence has not found as 
ready a solution. 

A notable step in the direction of preven- 
tion of recurrences was made when Geoghe- 
gan and Stevenson’ described the method of 
prophylactic electroshock. Treating a group 


RON 
ite 
Ay 
ed 
the 
: 
, 


1906 


of patients who had experienced frequent 
recurrences (two or more attacks of mental 
illness in the preceding five years), they ad- 
ministered monthly treatments for a period 
of five years following recovery induced by 
a regular course of treatment. In none of 
their patients were the expected recurrences 
evidenced. In a report published two years 
later’ the same authors confirmed their pre- 
vious findings but did describe three recur- 
rences out of 28 patients treated. They con- 
cluded that prophylactic electroshock is use- 
ful in manic-depressive illnesses and that it 
is of limited value in recurring schizophrenic 
illnesses. 

My own observations have coincided with 
the findings of these writers. Since 1949 I 
have applied their method in the treatment 
of over 50 patients, all of whom showed a 
pattern of previous frequent recurrences 
with episodes about a year apart. Under 
prophylactic electroshock all but two have 
experienced no further recurrence to date. 
Depressive and _ schizophrenic psychoses 
fared equally well in my own series. 

While the program of prophylactic ther- 
apy is suitable for those patients with fre- 
quent previous recurrences, we are con- 
fronted with the problem of the prevention 
of recurrence in 1) patients whose episodes 
of illness take place less frequently than 
yearly intervals, and 2) those who have had 
no previous attacks but who are suffering 
from the types of mental illness where the 
expectation of recurrence is great. 

Such patients should be placed on a pro- 
phylactic schedule but it has seemed unnec- 
essary to put them on the regular monthly, 
five year routine of Geoghegan and Steven- 
son. Hence there has come about in my own 
practice a plan which I refer to as modified 
prophylactic electrshock. This applies to pa- 
tients with depressions and recurrent types 
of schizophrenic psychoses. When the reg- 
ular course of treatment is nearing its com- 
pletion, these patients are confronted with 
two alternatives: 1) They may discontinue 
treatment at the end of the maintenance 
phase. If they do, they are told, there is the 
possibility of recurrence. 2) They may con- 
tinue with a modified prophylactic electro- 
shock schedule in which there is a greater 
probability for recurrence-free progress. 
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The modified prophylactic electroshock 
schedule calls for the administration of elec- 
troshock following a regular course of treat- 
ment. This is given at monthly intervals for 
a period of one year. During the second 
year the treatments are given every two 
months. After that, the patient receives one 
electroshock every six months over a period 
of several years. The rationale for this pro- 
gram is based on the following points: 1) 
The regular prophylactic schedule has been 
highly successful in treating patients with 
frequent recurrences; hence it appears likely 
that a less intensive schedule may help those 
with fewer recurrences as well as those who 
might be expected, by the nature of their 
illness, to have recurrences. 2) Geoghegan 
and Stevenson felt that monthly treatments 
“might break up and dissipate accumulating 
tensions before they became clinically visible 
as a definite mental illness.””’ The same 
thinking applies to modified prophylactic 
electroshock. 3) The schedule encourages 
the acceptance of psychotherapy by the pa- 
tient. 

Where, in this plan of things, is there any 
place for psychotherapy? And, if psycho- 
therapy is employed, why continue with 
modified prophylactic electroshock ? 

No one knows how electroshock works. 
But, since it does with a high degree of cer- 
tainty in a large number of depressed and 
schizophrenic patients, it should be used as 
an admittedly empirical treatment. At least 
its use should be continued until something 
else, more rational but equally certain, 
comes along. Even while we are employing 
the modified prophylactic routine for the 
added assurance it provides against recur- 
rence, psychotherapy should be instituted as 
the more rational approach to the treatment 
of the patient. This combination should of- 
fer the patient the maximum insurance 
against recurrence. 

But, it may be asked, how can one tell 
whether the prevention of recurrence under 
such schedule is induced by the modified 
prophylactic technique or by the psychother- 
apy? No definite answer can be given at 
this time. As time goes on, we will be in a 
position to compare overall results in three 
groups of patients: 1) those who received 
psychotherapy alone following an electro- 
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shock induced remission, 2) those who have 
received a combination of modified prophy- 
lactic electroshock and psychotherapy and 
3) those who have received modified prophy- 
lactic electroshock alone. Concerning this 
third group it may be said that one must 
necessarily treat some patients with a modi- 
fied prophylactic schedule alone. This is not 
undertaken as a matter of therapist’s choice 
but is frequently decided upon by those pa- 
tients whose resistances or financial limita- 
tions compel them to reach this decision. 


Unfortunately, this paper cannot describe 
any definitive results from the use of modi- 
fied prophylactic electroshock. For with a 
program that seeks to prevent recurrences 
that may take place years hence a long term 
study is required. 


I have under my care a number of pa- 
tients who have agreed to follow the routine 
of modified prophylactic electroshock. It has 
encouraged a number of them, who ordi- 
narily would have disappeared from sight, 
to continue with psychotherapy. So far I 
have had no recurrences in the group I now 
have under treatment but several more years 
must go by before any data pertaining to 
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this group can be subjected to statistical 
evaluation. 

An objection may be advanced that these 
treatments are unnecessary and that psycho- 
therapy alone following regular electroshock 
should be sufficient. Unfortunately, it isn’t. 
I have seen many patients in the schizo- 
phrenic and manic-depressive group treated 
psychotherapeutically by analytic and non- 
analytic methods, who had _ recurrences. 
Since the problem of recurrence is so large 
I feel that the modified prophylactic sched- 
ule is justified. 

Time will tell. It is hoped that other 
workers will join me in applying this pro- 
gram to patients with recurrent types of 
mental illness and, in so doing, enlarge the 
scope of this research. 
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Quiactin in Treatment of Emotional and Mental Disorders 


EDWIN A. Coats, M.D., and RICHARD W. GRay, M.D. 


Weak hypnotic properties of several deriv- 
atives of glyc:damide were described in 1934 
by Fourneau, Billeter and Bovet.' None of 
these compounds was sufficiently promising 
to warrant clinical study. In 1949, however, 
Warren, Thompson and Werner’ described 
the pharmacology of another derivative, Qui- 
actin (2-ethyl-3 propylglycidamide). This 
compound was found to have a central-de- 
pressant action in laboratory animals, gen- 
erally resembling that of the short-acting 
barbiturates. The milligram potency of the 
compound in experimental animals varied 
from approximately one-fifth to one-eleventh 
that of pentobarbital. Compared with ethyl- 
isoamylbarbituric acid, the milligram  po- 
tency was one-fourth. The margin of safety 
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of Quiactin was equal to or greater than that 
of the barbiturates. When administered daily 
in comparatively high dosage to laboratory 
animals, Quiactin was nontoxic and its ac- 
tion noncumulative. Subsequent clinical tri- 
als conducted have indicated that the com- 
pound may be administered with safety to 
human beings and that sedative, tranquiliz- 
ing or ataractic effects result from single 
doses of 0.4 Gm. 
Because of our interest in centrally-acting 
drugs, we decided to employ Quiactin em- 
pirically in the treatment of a selected group 
of psychotic and emotionally unstable pa- 
tients in a neuropsychiatric hospital environ- 
ment. 
Material 
Thirty patients with a wide variety of 
mental disorders were selected for the study. 
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The group was divided equally in sex and 
heterogeneous in age within a range of 26 
to 79 years. None of the group had a se- 
rious physical or metabolic impairment. The 
neuropsychiatric diagnosis in 21 of the pa- 
tients was schizophrenic reaction. Three 
others had manic-depressive psychosis; two 
had cerebral arteriosclerosis with psychosis; 
and two were mentally deficient with psy- 
chosis. One patient had an involutional psy- 
chosis and the last was a paretic. 

All of the patients selected had received 
previous therapy. The majority had been 
given either or both electroconvulsive treat- 
ments and insulin shock treatments. A few 
had received chlorpromazine, and two had 
undergone transorbital lobotomy. In no case 
had previous therapy been successful in re- 
versing permanently the individual psycho- 
pathologic state. 


Method of Study 

All of the patients selected were given Qui- 
actin in dosage of one 0.4 Gm. tablet four 
times daily, with meals and at bedtime, for 
a period of 30 days. Psychiatric evaluations 
were made on each patient prior to initia- 
tion of treatment, three times during the 
treatment period, and immediately follow- 
ing treatment. The patients were then fol- 
lowed carefully for periods of six to 18 
months after completion of the treatment 
period. 

In order to examine acute toxicity poten- 
tials of Quiactin in human subjects, a se- 
ries of laboratory examinations was con- 
ducted on the patients participating in this 
study. Complete blood count, urinalysis, 
blood sugar determination, cephalin-floccu- 
lation test, and a phenolsulfonphthalein-ex- 
cretion test were performed on each patient 
prior to therapy, after two weeks of therapy, 
and again immediately following completion 
of therapy. These tests showed no demon- 
strable impairment of the function of the 
vital organs tested. 


Results 
The immediate results of Quiactin therapy 
in this series of patients are enumerated in 
Table I. The methods of evaluating the pa- 
tients were those in general use. Although 


the results listed are necessarily subjective, 
they gain validity through the employment 
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of consistent methods and examiners in all 
interviews. 

There was significant improvement in each 
of the areas of evaluation. This is more 
readily apparent when the patients are con- 
sidered as a group rather than as individ- 
uals. In most instances, the general im- 
provement noted in examinations conducted 
during the treatment period continued, so 
that a comparison of the tabulation at the 
end of treatment with that before treatment 
demonstrates a decided ‘‘normalizing”’ effect 
of Quiactin. 

Table II represents a tabulation of results 
in terms of psychiatric diagnoses. From this 
analysis it is apparent that Quiactin has a 
nonspecific effect. No one area of psycho- 
pathology has been demonstrated to benefit 


TABLE I 
Summary of Psychiatric Evaluation 
Before During End of 
Treatment Treatment Treatment 
(Patients) (Patients) (Patients) 
ANXIETY 
Marked 15 3 4 
Moderate 8 13 6 
Slight 3 12 18 
Apathetic 3 2 cl 
+Not evaluated a 0 
TENSION 
Marked 9 5 6 
Moderate 9 13 6 
Slight 8 10 16 
Inert 3 4 i 
*Not evaluated 1 0 
HOSTILITY 
Constant 3 0 3 
Moderate 10 5 3 
Occasional 10 23 22 
Lacking 6 2 1 
*Not evaluated 1 0 
Moop 
Angry 2 0 ZI 
Elated 2 0 
Appropriate 4 13 17 
Depressed 13 7 i) 
Apathetic 6 8 6 
*Not evaluated 1 0 1 
SOCIALIZATION 
High 2 iF 0 
Medium 11 10 14 
Low ¢ 11 7 
Lacking 9 8 8 
*Not evaluated 1 0 4. 


*One patient was paroled after nine days of Qui- 
actin therapy. He has not been under psychiatric 
care and it is understood that his condition is better 
than it has been for several years. 
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TABLE II 


Diagnosis 


Improvement 
Improvement 
Improvement 
Excellent 

Improvement 


Number of 
Patients 


Good 


Schizophrenia 


No 


Paranoid 
Catatonic 
Chronic undifferentiated 
Schizo-affective 
Hebephrenic 
Mixed 
Manic-Depressive 
Senile Psychosis 
Involutionai Psychosis 
C.N.S. Syphilis (Paresis) 
Mental Deficiency with 
Psychosis 2 


We ee 

% 

OH Ow Slight 
OC ORD 
SOOHHOO ORE 


Oo 


Totals 


**One patient was paroled before completing the 
study. 


significantly better through Quiactin ther- 
apy than the other areas represented. 

It has been of considerable interest to us 
to note that many patients who improved 
during this period of treatment with Qui- 
actin have successfully maintained the im- 
provement for prolonged periods of time 
after the test course of treatment. In some 
cases there may be need for E.C.T.; and one 
of the patients with senile psychosis has 
continued to receive one to three Quiactin 
tablets daily for 18 additional months with 
excellent results. Of the original group of 
30 patients, 19 have maintained a measur- 
able degree of improvement after six to 18 
months. Because of this improvement it 
has been possible to parole ten patients to 
their homes. The remaining 11 patients 
must be considered as unchanged, although 
two of this group were transferred to other 
institutions and two others are absent with- 
out leave and their present status is un- 
known. 


None of our patients reported disagree- 
able side effects during the 30 day investi- 
gation of Quiactin. There were no instances 


OF THE NERVOUS SYSTEM 


193 


of excessive drowsiness, stimulation, gastro- 
intestinal disturbance, or withdrawal symp- 
toms following doses of 1.6 Gm. daily. The 
laboratory tests conducted on each of the 
patients remained unchanged during and fol- 
lowing the test period as compared with the 
results of the tests before treatment. No 
hemato-, nephro-, or hepato-toxicity attrib- 
utable to Quiactin was demonstrated. We 
were unable to detect any cumulative effects 
of the drug on the basis of these observa- 
tions and of our subjective psychiatric evalu- 
ations. 
Summary 
Quiactin (2-ethyl - 3 - propylglycidamide) 
has been given empirically in a total daily 
dose of 1.6 Gm. orally to a group of 30 hos- 
pitalized patients with a wide variety of psy- 
chopathologic disorders. Improved behavior 
was noted with respect to anxiety, tension, 
hostility, mood, and socialization. Nineteen 
of the 30 continued to maintain varying de- 
grees of improvement without specific ther- 
apy for periods of six to 18 months since 
completing the study. Ten patients are now 
paroled from the hospital. There were no 
side effects during treatment or withdrawal 
effects at the end of the treatment period. 
Laboratory studies conducted on all patients 
before, during, and after treatment demon- 
strated no impairment of function of the 
vital organs. 
Quiactin has been a valuable adjunct in 
our hands in the management of neuropsy- 
chiatric disorders. It is apparently without 
toxicity and produces no side- or cumulative 
effects in doses up to 1.6 Gm. daily. 


Authors’ Note: Quiactin is the trade-mark of The 
Wm. S. Merrell Company, Cincinnati 15, Ohio, for 
its brand of oxanamide. 
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Use of Hyaluronidase in Insulin Coma 


RUSSELL A. PARGITER, M.B., B.S. 


Introduction 


Insulin coma introduced by Sakel in 1933 
has become accepted as a method of treat- 
ment for cases of schizophrenia of recent on- 
set. Various techniques have been used in 
the production of coma, all of which have 
their protagonists but despite this, difficul- 
ties still arise during the production of coma. 
Some of these difficulties have been ascribed 
to the injection of large amounts of insulin 
with consequent slow and irregular absorp- 
tion. Late hypoglycaemic reactions have 
been blamed on the pockets of insulin which 
may have been injected into relatively avas- 
cular fatty and fibrous tissues and are there- 
fore only slowly absorbed to exert their 
physiological actions. 

In an attempt to facilitate the smooth and 
rapid absorption of insulin the use of hya- 
luronidase has been suggested. This sub- 
stance has been termed the “spreading fac- 
tor’ and acts upon the mucopolysaccharide 
hyaluronic acid which is believed to be the 
principal constituent of the “ground sub- 
stance” of the intercellular connective ma- 
terial which support and bind together the 
various cellular tissues. This matrix is in 
the form of a gel which does not allow all 
substances to diffuse through it equally 
easily. Hyaluronidase alters this quality and 
allows the diffusion of substances through 
the matrix of hyaluronic acid to proceed far 
more easily and over an increased area. 

In this way it was hoped that insulin and 
hyaluronidase injected together would result 
in a smoother, quicked, earlier and safer 
coma with fewer undesirable side effects. 
However, Waller and Liccione (1952) re- 
ported a failure of hyaluronidase to increase 
the rate of absorption of depot insulin in 
normal subjects. 

Straccia and Scheflen (1952) reported 
good results obtained in insulin coma ther- 
apy. In their series they obtained a more 
rapid descent into and a deeper coma with 
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smaller doses of insulin. Sacerdoti (1951) 
reported similar results. Gysin and Wilson 
(1954) carried out an investigation using 
patients as their own controls. They estab- 
lished a coma producing dose of insulin with- 
out hyaluronidase for the first ten comas 
and then added hyaluronidase for the next 
ten or fifteen finishing up with a last period 
of comas without the aid of hyaluronidase. 
They discovered that between 50 and 75 tur- 
bidity reducing units (T.R.U.) was sufficient 
hyaluronidase to produce the desired effect. 

It seemed to the author that the only reli- 
able way to investigate the matter was by a 
separate control group as so often the va- 
riations of individual dosage of insulin to 
ensure coma are large and would invalidate 
any method using the patients as their own 
controls. 


Method 


Insulin coma therapy was administered in 
accordance wiht the method outlined by Sar- 
gant and Slater (1954) with a standard tech- 
nique of injection. In the group receiving 
hyaluronidase this was added to and mixed 
with the insulin in the syringe; 0.2 cc of hya- 
luronidase (Hyalase, Benger) was added to 
each injection of insulin. This was the equiv- 
alent of 300 international units of hyaluroni- 
dase. Soluble insulin 80 units per c.c. was 
used throughout. Routine intravenous inter- 
ruption of coma with 33!3 Dextrose was 
practised in all cases. 


The insulin clinic consists of eight beds, 
four each side of the room. Patients on one 
side of the room received hyaluronidase, 
Group A. Those on the opposite side con- 
stituted the control Group B. Data noted 
was daily dosage of insulin for each patient, 
number of comas weekly, delayed recoveries 
and late hypoclycaemic reactions. Other 
facets noted included time of production of 
first coma, dose producing first coma, lowest 
and highest doses needed to produce coma. 
Insulin dosages for all patients in each group 
were aggregated weekly. 
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Material 


During the 45 week period during which 
the investigations took place 18 patients in 
each group were treated. The length of ill- 
ness prior to starting treatment varied from 
one month to fourteen years and the ages 
ranged from 16 years to 41 years. There was 
no significant difference between the mean 
ages or the mean duration of illness in the 
two groups. 

Results 

(1) The mean number of treatment days 
before which first coma was attained did not 
differ significantly in the two groups. There 
was of course a wide difference between in- 
dividual patients ranging from 3 to 20 treat- 
ment days. 

(2) Four patients in each group had not 
completed their course of 40 comas when the 
investigations ended. Four patients in Group 
A and one in Group B did not have the usual 
course of 40 comas for various reasons. 

(3) The mean number of units to produce 
the first coma in the two groups was 406 for 
Group A and 424 for Group B. The mean 
scatter was 191 and 162 respectively. 

(4) The mean minimum dosage to pro- 
duce first comas was 208 in Group A and 215 
in Group B, the mean scatter being 199 and 
141 respectively. 

(5) The mean number of minutes before 
production of first coma was 206 in Group A 
and 210 in Group B with a scatter of 21 and 
25 minutes respectively. 

(6) On totaling the number of units of in- 
sulin used in the two groups and obtaining 
an average for each coma it was revealed 
that an average of 462 units were needed in 
Group A and 460 in Group B. 

(7) There was an equal number of late 
hypoglycaemic reactions in both groups and 
three delayed recoveries in Group A and four 
in Group B. 

(8) Staff, both medical and nursing noted 
no difference between the groups of patients 
with regard to smoothness or otherwise of 
the descent into coma. 
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Discussion 


It is clear from this controlled investiga- 
tion that there were no significant differences 
between the group receiving insulin with 
hyaluronidase and those who had insulin 
alone. The dosage of hyaluronidase used 
was a little greater than that used by Gysin 
and Wilson who claimed satisfactory results 
from its use. The use of a control group was 
considered to be essential in this type of in- 
vestigation on account of individual vari- 
ations in dosage of insulin, ease of produc- 
tion of coma and undesirable side effects. It 
was thought that the effect of these individ- 
ual variations would cancel out in the two 
groups if all results were averaged. 

The mean doses of both groups was rather 
higher than is normal for this clinic. This 
was due to the fact that there were an un- 
usual number of insulin resistant patients 
treated during the period of the investiga- 
tions, but they were equally distributed into 
both groups. 

Summary 


(1) The use of hyaluronidase in the fa- 
cilitation of insulin coma is described and 
the relevant literature briefly reviewed. 

(2) A controlled investigation is de- 
scribed in which all results for two groups 
are averaged and compared. 

(3) No significant benefit from the addi- 
tion of hyaluronidase to the insulin could be 
demonstrated. 
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Psychoanalytic Aspects of the Personality of the Obese 


EDMUND BERGLER, M.D. 


Obese people have the reputation of being 
benevolent and harmless; only persons with 
that “lean and hungry look who think too 
much” are allegedly dangerous, as Shakes- 
peare informs us in his ‘Julius Caesar.”’ It 
is interesting to speculate how this faulty 
generalization became a popular adage; the 
only explanation I can think of is the allu- 
sion to partiality to food in obese persons 
according to Anatole France’s aphorism: 
“People who have no faults are terrible; 
there is no way of taking advantage of 
them.” 

Scratching the surface, we find in neu- 
rotically obese people who cannot reduce no 
less malice than in their lean confreres; with 
great regularity the obese are “injustice col- 
lectors.” If one asks an obese person why 
he eats so much, and the wrong type of food, 
a whole volcano of indignation and anger 
comes out, plus the information that the 
“accusation” is simply not true. Although 
the obese diet, as a wit put it, on any food 
they can lay hands on, they are moderate 
eaters—in their own estimation—appear- 
ances notwithstanding. 

There exists no unanimity as to the psy- 
chological reasons for over-eating. Differ- 
ent psychoanalytic theories have been in 
vogue—and “have been” refers both to the 
past and the present. E.g., the “passing the 
buck” theory, placing the blame exclusively 
on the mother in infancy, or the “substitu- 
tion theory,” in which food is equated with 
love, affection, kindness, appreciation, gifts. 
Or the “combination theory,” according to 
which the child in the adult wants to repair 
fancied or real frustrations of infancy, hence 
is really a “gimme.” Or what may be called 
the theory of “static misunderstandings of 
libido,” which places the blame for obesity 
on increased oral eroticism of sucking, with- 
out paying attention to inner transforma- 
tions. Or the “separation theory,” alluding 
to death of, or separation from, a significant 
member of the family or a person emotion- 
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ally over-rated. Or the “starvation theory,” 
crediting the infant with actual, though mi- 
nute, experiences of this kind and so on. 

All these theories have worked to a lim- 
ited and transitory degree, though for ‘rea- 
sons unknown to their adherents: they pro- 
duce “successes because of unconscious 
fear.” Translated from psychoanalese into 
English, the patient unconsciously projects 
a good deal of his own infantile ideas of om- 
nipotence and omniscience onto the thera- 
pist, with the result that he is—frequently 
without justification—afraid that the X-ray 
eyes of the therapist will penetrate his deep- 
est (hence, mascohistic) inner motivations; 
to avoid this danger, he unconsciously gives 
up a symptom, to retain his neurosis. 


All obese patients I have seen were “in- 
justice collectors.”’ Instead of elaborating 
theoretically on “psychic masochism” I shall 
use an example. A schizoid patient, a young 
girl from a wealthy Western family, in New 
York alone to take violin lessons, used to get 
her substantial allowance by mail on the 
first and fifteenth of every month. By the 
third and by the seventeenth of each month 
she had spent the bulk of her money fool- 
ishly. For the remaining twenty-six days of 
the month she “starved” on a diet of cottage 
cheese and milk. In this way she managed 
to prove how “unjust” her family (mother) 
really was. Unconsciously, it was more im- 
portant for the patient to prove that mother 
did her an “injustice” than to get good food. 
The tury in complaining showed the defen- 
sive, not real, “gimme” attitude, covering 
more deeply repressed masochistic vicissi- 
tudes—she “starved,’’ not mother. That she 
provoked the whole sequence of events was 
not clear to the patient. 


Now, over-eaters live exactly on this 
shaky balance; they prove to themselves 
that they want to get—food, the first reas- 
surance in life. When this shaky balance is 
disturbed by a reducing cure, depressive-neu- 
rotic and sometimes half and full psychotic 
reactions may result. Mostly, these people 
cannot stick to their diet, and require a psy- 
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chiatric detour before they really can lose 
weight without psychic damage. 

The crux of the matter seems to me that 
food in earliest infancy cannot be gotten 
alone: dependence on mother is unavoid- 
able. When the child—unconsciously—is too 
offended with his dependence and the un- 
aviodable delays connected with his feedings 
(one has to keep in mind that every child 
lives for some time in the fantasy of magic 
omnipotence and all-power), fury is mo- 
bilized, remains ineffective because of the 
weakness of the muscular apparatus, turns 
against the self, and a masochistic elabora- 
tion takes place, leading in its practical con- 
sequences to the paradoxical “wish to be re- 
fused.” Later, in over-eating, the dependence 
is secondarily and defensively negated; “I 
don’t need mother; I can eat whenever and 
whatever I want’ is the unconscious for- 
mula. Any diet activates the old duality- 
dependence; the self-bestowed charter of in- 
dependence is withdrawn, and the diet is not 
viewed as an abstention from certain foods, 
but as mother’s ‘malicious refusal’ of food. 
The whole gamut of the neurotic masochistic 
solution—negated in the alleged autarchy of 
over-eating—comes to the fore again, with 
the resultant depressive alibi. 


The culprit, then, is infantile megaloma- 
nia, and its unfavorable psychic masochistic 
elaboration. 

If this is analyzed, the results are ex- 
tremely favorable. To cite a few examples: 

A very good-looking woman in her early 
twenties made herself unattractive by over- 
weight. She was in treatment (successively, 
to be sure) with half a dozen physicians spe- 
cializing in reducing, but she could not stick 
to any diet. At the same time, she had an 
irrational conflict with her child, aged four, 
about food. The child was a poor eater; 
capitalizing on her mother’s loud and furious 
insistence that the undernourished-looking 
child eat, the little girl made it a fighting 
point, simply by refusing. Their battle, in 
turn, infuriated the husband, who took the 
child’s part, yelling, ‘““Leave her alone.” 

The patient’s technique in achieving over- 
weight was simplicity itself. She ate too 


much. Her over-eating was an inner de- 
fense against the reproach of conscience: 
“You want to be refused.” 


The inner de- 
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fense read: “Quite the contrary, I want to 
get. I eat voraciously.” The woman lost 
twenty pounds in short order, once she “di- 
gested” the interpretation. In the relation 
to her child the woman unconsciously acted 
out a specific, different defense. This was 
the answer to another reproach of the inner 
conscience, to the effect that her masochistic 
accusations of her mother, on the score of 
alleged starvation, were unjustified. Uncon- 
sciously, she retorted: “Quite true, but the 
food was given without love, as a mere both- 
ersome duty.”” Two decades after the event, 
the child in the patient reverses the roles in 
the dining-room scene: she acts the “bad” 
mother, with her own daughter uncon- 
sciously representing herself. 


One could object that reality factors were 
involved. The objection is spurious: the de- 
cisive point is how actual experiences are 
intrapsychically elaborated on whether they 
are neurotically magnified and masochisti- 
cally perpetuated in a neurotic caricature, or 
normally absorbed and corrected. 

Another patient, a good-looking advertis- 
ing executive in her early thirties, was thir- 
ty-five pounds over-weight, and had tried 
different diets to no avail. She came into 
treatment because of constant disappoint- 
ments with men; that she had unconsciously 
chosen them for exactly that purpose was 
unknown to her. In analysis, her over- 
weight was discussed. At first, the patient, 
as usual, denied that she ate too much. As 
proof positive, she produced an acquaintance 
(a woman helped by analysis with me, and 
also a ‘“once-upon-a-time-obese,” as she 
called herself) with whom she had regular 
business lunches twice a week. Both ladies, 
as a rule, ate the identical lunch. The ex- 
patient was consulted. Her verdict: ‘Tell 
him you eat like a pig. True, we order the 
identical dishes, but you eat the last crumb 
and I leave half the food on my plate.”— 
“But my mother told me it’s bad manners 
to leave food on the plate!”—“‘When did she 
tell you that ?”—‘‘When I was eight years 
old and was being fattened up because I was 
so thin.”’—‘“But now you’re reducing, not 
fattening up,” was the ex-patient’s ironic re- 
joinder. . . . Here, the unconscious ironiza- 
tion of the mother image is visible: an edu- 
cational command is taken verbatim, and ap- 
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plied at the wrong place, with the wrong in- mobilization, or the whole well-known chain 
tention. In the end, the woman lost her fat. reaction in starvation, etc. 

Another instance is that of a well-known Mark Twain once remarked: ‘Part of the 
musician and composer who lost sixty-five secret of success in life is to eat what you 
pounds besides gaining all the other advan- like and let the food fight it out inside.”’ Since 
tages of ‘‘psychic repair.” Mark Twain’s time, what he called the ‘ 

In our age of psychosomatic medicine, it side’ has been enlarged by the inclusion of 
is superfluous to mention that the psycho- the unconscious. And this “additional in- 
logical mechanisms enumerated here are but side” makes for trouble when the emotional 
one side of the picture, and do not contra- problems of infancy are not properly solved, 
dict the complex metabolic changes, nor the but misused along psychi-masochistic lines. 
newer investigations pertaining to neural Fortunately, these troubles are psychiatri- 
regulation of food intake, glucostatic mech- cally reversible. 
anisms regulating appetite, amino-acid re- 
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